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Abstract
Many forms of distance clinical supervision (DCS) have been used in the last decade, but a
sparse amount of research addressing (DCS) in counselor education exists to date. The author
used random and snowball sampling to survey American Counseling Association members, with
a analytic sample total of 96 participants. In the sample, 54.2% of participants were licensed
counseling professionals and 39.6% were student or post-masters level interns. The average
participant age was 43, ranging from 23 to 74 years. Participants had a mean of 8.1 years of
experience. A total of 37.5% of participants had used DCS at some point for supervision
sessions. Overall, participants have a positive attitude toward DCS, agreeing most that DCS is a
valid form of supervision and that they are interested in learning about DCS. Overall,
participants are being minimally exposed to DCS (x̅ = 1.61). A moderate, negative relationship
(r = -.39, p < .001) exists between individuals whom have used DCS and attitudes toward DCS
(Cohen, Cohen, West, & Aiken, 2003, p. 52). Also, a weak, negative relationship (r = -.23, p <
.05) was found between individuals who have used DCS and their level of exposure to DCS.
There is a limited amount of literature related to DCS and counseling professionals are being
minimally exposed to distance clinical supervision. Despite limited exposure and literature,
professionals are still using DCS to conduct supervision sessions. Therefore, it would seem
important to increase research focused on DCS and develop relevant practices in order for DCS
to be an effective form of supervision.
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Chapter 1: Introduction
Advances in technology have influenced significant changes in distance education
design. Today, many national education institutions offer options for hybrid or distance courses
(Casey, 2008; DOE, 2014; Queen, Lewis, & Coopersmith, 2011). However, counselor education
is one field that lacks advancement in technological applications for use in educational courses,
specifically in the internship and practicum (Blackmore, Tantam, & Deurzen, 2008; Coursol,
2004). In counselor education, one form of instruction is the supervision of students in
practicum and internship. Supervised experiences are a necessary and required part of becoming
a counselor (Bernard & Goodyear, 2014; CACREP, 2009). Clinical supervision is considered a
signature pedagogy and is specific to the field of mental health (Bernard & Goodyear, 2014).
During clinical supervision both the supervisor and supervisee play active roles in supervision
process; distinguishable from administrative supervision that only provides oversight. The term
clinical supervision encompasses all mental health fields, including psychology, counseling, and
social work, because the practice of supervision is relatively similar in each discipline (Bernard
& Goodyear, 2014). Most novice counselors undergo clinical supervision during graduate-level
course work and during post-graduate internships.
Although some mental health programs use distance methods for instruction, there are
few that offer fully remote practicum and/or internship courses (Hall, Nielsen, Nelson, &
Buchholz, 2010). The slow progression of distance education methods in counselor education
may be attributed to uncertainty that exists in using new methods. There are also some concerns
in the profession related to distance practices, such as the confidentiality of clients and students,
the effect on the supervisory relationship, crisis management, technological ability, and verbal
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and nonverbal cues (Conn, Roberts, & Powell, 2009; Kanz, 2001; McAdams & Wyatt, 2010;
Orr, 2010; Vaccaro & Lambie, 2007). Although some clinicians may be apprehensive, and valid
concerns exist about distance practices in supervision, the culture of the counseling profession is
changing and more counselors are utilizing distance methods for education and client
communications (McAdams & Wyatt, 2010). Though the research on distance education in
counselor education is minimal, there are some studies that evaluated the effectiveness of
distance practices, such as Chapman, Baker, Nassar-McMillan, and Gerler (2011) who compared
asynchronous and synchronous modalities; Gammon, Sorlie, Bergvik, and Hoifodt (1998) who
examined the quality of the supervision process via videoconferencing; and Conn, Roberts, and
Powell (2009) who investigated attitudes of counselor students participating in a hybrid model of
supervision. These studies represent a portion of the limited research about distance clinical
supervision (DCS) in counselor education, and one of the studies listed is over 15 years old.
Distance clinical supervision seems to be in need of expansion. However, before further
advancements in DCS can be made, best practices may need to be explored.
Problem Statement
Even though distance education has grown considerably in recent decades, it appears to
have had minimal influence on counseling and other psychotherapy education programs
(Blackmore et al., 2008; Coursol, 2004; Orr, 2010). Despite the limited amount of literature and
research, which includes aspects of DCS in counselor education, clinicians have been utilizing
such practices for some time (Orr, 2010). Therefore, there seems to be a need for development
of best practices specific to DCS. Blackmore and colleagues (2008) suggested the idea that
psychotherapy training through the Internet as being unsuitable has led to the slow progression of
distance education in this field. Some concerns regarding the suitability of distance education in
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counseling focus on confidentiality of clients, absence of student verbal/nonverbal cues, and
interpersonal relationships (Conn, Roberts, & Powell, 2009; Kanz, 2001; McAdams & Wyatt,
2010; Orr, 2010; Vaccaro & Lambie, 2007).
Potential risks related to remote connections could increase the possibility of breaking
confidentiality when discussing client information with students. The use of nonvisual
communications could create difficulty in properly assessing the student and lack of visual data
could also limit development of the supervisory relationship, which is essential to effective
supervision (Morisette, Bezyak & Ososki, 2012; Perry, 2012). However, the demand for
distance supervision will likely increase as the risks associated with remote connections
decrease, the use of visual communications increases, and professionals become more
comfortable with distance education in counseling and related fields (Orr, 2010; Perry, 2012).
Strategies for conducting distance-counseling practices, which address the various
concerns, have been briefly presented in some counseling literature (Janoff & Schoenholtz, 1999;
National Board for Certified Counselors [NBCC], 2012-b). Also, there currently is no specific
DCS model. Some suggestions for practices specific to DCS are minimally presented in current
literature, therefore some suggestions are offered in the discussion section of this study. This
study aimed to identify counseling professionals attitudes toward potential practices as a way to
inform further development of DCS. While there may be continued apprehension when using
distance-teaching strategies in counseling fields, the need for distance supervision will most
likely continue to expand (Byrne & Hartley, 2010; McAdams & Wyatt, 2010; Orr, 2010).
Although clinical supervision has not used remote methods previously, there is great potential for
distance education in counseling. For example, DCS can be used for individual and group
supervision, case conferencing, consultation, and case management (Coursol, 2004).
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Distance clinical supervision is one area lacking attention in distance education and
counselor education (Kanz, 2001; Orr, 2010; McAdms & Wyatt, 2010; Vaccaro & Lambie,
2007). Clinical supervision is one of the more common activities that mental health
professionals partake in and is the signature pedagogy for mental health professions (Bernard &
Goodyear, 2014). Supervision in mental health is a form of intervention and does not simply
provide oversight, such as administrative supervision found in other fields or places of
employment. It involves active participation by both the supervisee and supervisor in order to
stimulate supervisee development.
This study focused on counselor education; a discipline that requires graduate students to
complete supervised clinical experiences as part of the educational process. Supervision is
defined as a “tutorial and mentoring form of instruction in which a supervisor monitors the
student’s activities in practicum and internship, and facilitates the associated learning and skill
development experiences” (Council for Accreditation of Counseling and Related Educational
Programs [CACREP], 2009, p. 62). Clinical supervisors evaluate and monitor the work of
students while monitoring the quality of counseling services provided to clients (Bernard &
Goodyear, 2014; CACREP, 2009).
Typically, a clinically supervised course in counselor education requires in-class
attendance (also known as group supervision), individual supervision with an on-site licensed
professional, as well as individual supervision sessions with the faculty supervisor (CACREP,
2009). Each supervision session generally occurs at least once per week. In counselor
education, students undergo individual and group supervision for multiple semesters before
completing their degree. This requires many hours of time and travel outside of scheduled class
time. A study conducted by Blackmore and colleagues (2008) found that half of their distance
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participants were unable to access education in counseling for several reasons including distance
from training facility, finances, lack of practical experience, and childcare responsibilities.
Distance education students also have less ability to visit campus than traditional students
(Blackmore et al., 2008). Another reason for the development of DCS may include restricted
accessibility to local qualified supervisors (Munchel, 2014). Development of DCS may help in
alleviating some of these constraints.
Aside from time constraints and efficiency, there are many reasons for developing DCS
in counselor education. Expanding DCS means creating best practices that support a high level
of education and client welfare. Practices in DCS need to support and build upon current
research findings, utilize the most effective technology, promote growth and development of
supervisees in supervision, and be specific to distance methods in supervision. Ethics, standards,
and best practices in DCS could help minimize the uncertainty related to practicing distance
supervision, allowing for further use and advancement.
Unguided distance clinical supervision has been practiced for many years and the
challenge now is to provide quality DCS using the educational technology currently available
(McAdams & Wyatt, 2010; Orr, 2010). The demand for DCS has grown and will likely continue
to grow (McAdams & Wyatt, 2010; Orr, 2010) for reasons such as efficiency and convenience,
but despite the need for DCS practices, little research exists which encompasses DCS models
and methods (Trepal, Haberstroh, Duffey, & Evans, 2007).
With little expectation for decreased demand of distance clinical practices, including
supervision, counselor education program design and course delivery need to include
telecommunications technology in order to prepare students for technology use in distance
practices (McAdams & Wyatt, 2010; Trepal et al., 2007). Therefore, practices specific to
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distance clinical supervision may need to be addressed and should include relevant data from
counseling professionals about DCS.
Research Questions
Below are the research questions for this study. The questions have been categorized
relative to the expectations for practices listed as assumptions.
A. Practices for DCS should be specific to distance clinical supervision
Research question 1: What are counseling professionals’ attitudes toward proposed
practices for DCS?
B. Practices for DCS should consider concerns stated among the profession about distance
clinical supervision
Research question 2: What are counseling professionals’ attitudes toward DCS?
Research question 3: What is the relationship between use of DCS methods and
attitudes towards DCS?
Research question 4: What is the direction and strength of the relationship between
attitudes towards DCS and participant exposure?
C. Practices for DCS should offer guidance in selection of appropriate technology for distance
clinical supervision
Research question 5: What methods of communication are most frequently utilized
among those using DCS?
Research question 6: What is the relationship between participant exposure level of
DCS and the use of DCS methods?
Research question 7: In what ways are counseling professionals being exposed to DCS?
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Purpose of Study
This was an exploratory study using a survey research design, in which the purpose was
to explore current trends in DCS in order to inform the development of practices for DCS. This
study explored the current trends in DCS, including preferred modes of communication and
frequency of use, as well as professionals’ levels of exposure and attitudes about DCS. A survey
was sent out to American Counseling Association members, and those members were asked to
forward the survey to peers and colleagues.
Assumptions
One assumption of this study was that participants would answer the
questionnaire honestly, due to anonymity and the protection of confidentiality. A second
assumption of this study was that proposed practices and methods for DCS should (1) be specific
to DCS practices, (2) consider concerns stated among the profession about DCS, and (3) offer
guidance in selection of appropriate technology for DCS.
Conceptual Framework
At this writing, a theory specific to distance clinical supervision does not yet exist.
Therefore, this study was informed by two supervision theories. The theoretical framework for
this study is supported by humanistic-existential supervision and developmental supervision.
Humanistic-existential supervision theory focuses on the holistic growth of supervisees, as well
as building relationships (Buhler, 1971; Hall et al., 2010). I believe that in DCS, the establishing
of peer and supervisory relationships may be important and valuable. It may be beneficial for
DCS to encourage supervisees to engage in many activities related to counseling such as
encouraging active participation in location organizations, consultation with peers (in and out of
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the virtual classroom), and becoming familiar and comfortable with finding resources. In DCS
the self-awareness of a supervisee may also be important to a well-rounded development.
Developmental theory emphasizes that the growth of supervisees occurs in stages; as a
supervisee develops, the approach to supervision should also change (Stoltenburg, 2005).
Developmental theory also considers the holistic development of the supervisee as a counselor.
Supervisees encounter developmental issues such as autonomy, identity and competence
(Everett, Miehls, DuBois, & Garran, 2011). Distance clinical supervision may create a sense of
isolation or a false sense of independence due to its remote quality. Distance clinical supervisors
may need to be aware of these potentials, creating an environment conducive to the
developmental stage of the supervisees. Recognizing these stages may help supervisors to
identify false confidence or withdrawal. They can do this by learning about the developmental
stages of a counselor, based on developmental supervision theory and incorporating the
developmental conceptualization into supervision sessions.
These theories may be important to the conceptualization of distance clinical supervision.
Currently, there is little research and literature that explore DCS in Counselor Education and
even less literature that identifies theoretical foundations for DCS practices. There are also
several stated concerns among the profession about the use of DCS. However, there appears to
be some demand for DCS because many professionals have been utilizing distance clinical
supervision for many years without specific guidelines or direction (Orr, 2010). Therefore, the
deficiency of research and theory related to DCS, the demand for DCS in Counselor Education,
and the stated concerns among professionals suggest that practices specific to DCS are
necessary. It may be beneficial for the proposed practices of DCS to be supported by the
literature (i.e. the main concerns for using DCS), as well as consider counseling professionals’
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attitudes toward DCS and DCS practices. This study explores counseling professionals’ attitudes
toward DCS, as well as their level of exposure and preferences in DCS in order to inform future
research and proposed practices. Figure 1 is a depiction of this study’s conceptualization.

Deficiency of
research and theory
related to distance
clinical supervision

Demand for
distance clinical
supervision in
Counselor
Education

Concerns about
DCS in the field of
counseling

Development of DCS practices

Should be specific to
DCS

Should consider concerns
stated among the profession
about DCS

Should offer guidance in
selection of appropriate
technology for DCS

Surveying counseling professionals

Level of exposure to
DCS

Attitudes toward DCS
and DCS practices

Experience with DCS
and technology used

Proposed practices for distance clinical
supervision in Counselor Education
Figure 1. Study's Conceptualization based on Humanistic and Developmental theoretical models.
Definition of Terms
This section includes a list of terms with definitions specific to counseling and related
fields and/or this dissertation.

10
clinical supervision: an intervention provided by a more senior member of a profession to
more junior colleagues who typically (but not always) are members of the same profession. This
relationship (1) is evaluative and hierarchical, (2) extends over time, and (3) has the
simultaneous purposes of enhancing the professional functioning of the more junior person(s);
monitoring the quality of professional services offered to the clients that she, he or they see; and
serving as a gatekeeper for the particular profession the supervisee seeks to enter (Bernard &
Goodyear, 2014).
clinical supervisor: university faculty or staff member whom has relative experience,
appropriate credentials/licensure, and demonstrated competence in counseling; supervises
counseling students enrolled in practicum/internship (CACREP, 2009)
course management system: an internet based tool that allows for the remote
dissemination of course information; facilitates the communications between instructor and
students (Casey, 2008)
distance education: refers to any mode of instruction in which there is a separation, in
time or place, between the instructor and student (US DOE, 2009)
distance clinical supervision: clinical supervision between clinical supervisor and
supervisee(s) occurring synchronously or asynchronously with a separation in place or time
face-to-face: refers to supervision sessions that are conducted between a supervisor and
supervisee(s) while observing each other
in-person: refers to communications that are conducted while two or more individuals are
in the same room, within reasonable proximity to each other
novice counselor: a counseling student or new/inexperienced counselor

11
professional counselor: a counselor who has received a master’s degree or higher from a
counselor education program matching the standards outlined by CACREP; professional
counselors remain active in the counseling profession by participating in professional
development and seeking appropriate licensure and certification (CACREP, 2009, p.61)
supervisee: a master’s level student or post-master’s counselor who is required to
participate in sessions with a qualified supervisor in order to complete a degree or obtain
licensure
Delimitations
The study was specific to counseling professionals located in the United States.
Therefore, the population to which generalizations potentially could be safely made include
counselors located in the U.S. and cannot be made to international clinicians. The study was
delimited to members to the American Counseling Association, such as counseling students,
registered mental health counselor interns, counseling professors, and licensed professionals.
Significance of Study
This research study is significant for several reasons. First, this study adds to the limited
amount of research on the topic of distance clinical supervision. There currently is little research
available regarding distance clinical supervision, and a much smaller number of studies that
surveyed a large number of professionals in counseling and related fields. This research study is
significant because it addresses many concerns discussed in previous research, such as
confidentiality, supervisory relationship, and technological ability. An argument regarding
potential solutions, such as the use of encrypted software and videoconferencing, counters each
of the listed concerns, ergo extending the knowledge base and conceptualization of the topic.
This study is also significant because it seeks to propose practices for distance clinical
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supervision that are grounded in clinicians’ reported practices, their current level of exposure in
distance clinical supervision, and their attitudes toward distance clinical supervision. Finally,
this study inspires opportunities for further contributions to the topic, such as specific models in
distance clinical supervision including hybrid models.
Summary
Counselor education and distance education have historically existed as separate from
one another for various reasons, including concerns regarding confidentiality, supervisory
relationships, and lack of verbal/nonverbal cues. The number of students enrolled in distance
courses, limited campus accessibility, need for efficiency, and changing technologies suggest
possible demand for distance clinical supervision in counseling and related fields. Despite the
growth of distance education in the past century and the expansion of technology to include
remote communications through the Internet, there has been little progression in distance clinical
supervision, including specific guidelines. A small amount of literature exists in counselor
education that addresses distance clinical supervision. This study suggests practices for distance
clinical supervision based on the concerns presented in previous literature, as well as data
collected in this study. Quantitative methods were used to address the research questions among
selected variables. The findings from the study (1) generated new ideas related to clinical
supervision and (2) measured relationships among collected data to inform DCS guidelines and
promote awareness of distance clinical supervision practices among professionals in counseling.
Study Outline
Chapter one presented information about the purpose of this study, the problem this study
intends to address, and the planned research questions intended to address the problem. Chapter
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two will discuss the relevant literature related to this study of DCS. Chapter three will present
the methods and procedures for this study.
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Chapter 2: Literature Review
Clinical supervision occurs in many counseling and related fields such as psychology,
school counseling, marriage and family therapy, and social work. Due to the limited amount of
research and literature specific to distance clinical supervision, the literature review included
several of these fields of study. Research database search terms included phrases or words such
as distance education, distance supervision, online supervision, counselor supervision, counselor
education, and remote supervision. Additional references were identified through retrieved
articles. Inclusion criteria consisted of articles that discussed the use of technology in counselor
education or conducted research in a counseling related field with technology as a hybrid or
primary component. Studies were excluded if the supervision conducted was loosely related to
counseling, such as undergraduate teacher internships, or focused on training and/or supervision
of professionals.
There are two levels in this chapter. The first section addresses concerns found through
the literature regarding the use of technology in counseling and related fields. The concerns are
presented systematically based on frequency of the concern in the literature. Then each topic is
countered with relevant solutions based on available technology and literature. Following the
identified concerns is a brief review of the current policy and ethical codes on the topic. The
final section of this chapter reviews the literature that was used to develop the conceptual model
of DCS that frames this research study. Summary of the information provided includes specific
implications of the literature on this study. In this literature review, the word in-person is used to
replace the term face-to-face. Face-to-face is typically referenced when discussing models of
counseling supervision taking place in the same room. The definition of face-to-face is “within
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each other’s sight or presence” (Merriam-Webster, 2014), which could also represent the use of
videoconferencing is distance clinical supervision. Therefore, the term face-to-face can
represent either distance supervision through videoconferencing or traditionally formatted (inperson) supervision.
Concerns with Distance Clinical Supervision in Counseling
Multiple issues arose throughout the literature about the use of technology in supervision
such as confidentiality, supervisory relationship, absence of verbal/nonverbal cues, sharing of
session recordings, crisis management, and technology skills (Conn, Roberts, & Powell, 2009;
Kanz, 2001; McAdams & Wyatt, 2010; Orr, 2010; Vaccaro & Lambie, 2007). Distance
supervision is an innovative practice, and as with anything new, individuals can approach with
hesitation. Trepal and colleagues (2007) discussed this hesitation from the perspective of the
student, stating students may perceive online counseling [or supervision] as not being real
practices. Presenting research findings and literature to students about distance learning in
counselor education, as well as introducing these practices at the classroom level could be
helpful in broadening the perspectives of students and the comfort they experience with
technology. A secondary concern about using DCS is the need to apply the ethical standards of
supervision to the supervisory relationship (Morissette, Bezyak, & Ososkie, 2012). As with any
form of counseling, there are ethical standards that include practicing within the scope of ones
abilities. If supervisees and supervisors are not adequately trained, DCS can become a negative
experience (Conn et al., 2009). Discussed below are the five most prevalent concerns about
distance learning in the counseling literature.
Confidentiality. One of the most important aspects of counseling is confidentiality;
making confidentiality the most frequently deliberated issue when using technology (Byrne &
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Hartley, 2010; Conn et al., 2009; Coursol, 2004; Kanz, 2001; Orr, 2010; Trepal et al., 2007,
Vaccaro & Lambie, 2007). Confidentiality is the “ethical duty of counselors to protect a client’s
identity, identifying characteristics, and private communications” (American Counseling
Association [ACA], 2014, p. 20). This aspect of counseling helps to create a sense of safety for
clients, which in turn aids in open sharing. It is imperative that sensitive information about
clients remains private. During supervision sessions, confidentiality is significantly important in
case examination and the circulation of audio/video recordings (Byrne & Hartley, 2010).
Although many studies mentioned confidentiality as a primary concern, few detailed why this
was a concern. Some suggested reasons for the concerns are potential for hacking sensitive
information and using unfamiliar applications to provide supervision.
Technology, particularly the Internet, can be a threat to confidentiality because of the
potential for “hacking” of accounts and communication transmissions. A measure to increasing
confidentiality is the use of encrypted communication and services. Encryption is the process of
converting data into code, which protects the privacy of information sent over unsecured
networks. The use of secure networks in distance clinical supervision can create a more
confidential foundation for case conferencing during supervision sessions. Secure networks
could also allow for the circulation of audio/video recordings.
In order to provide students feedback on counseling skills, students submit tapes to the
instructor and their peers (CACREP, 2009). Recordings can be securely submitted through
course management systems [CMS] and other various applications such as Dropbox. Course
management systems are university-managed applications that provide a centralized location for
course access through secure networks. The only individuals generally able to access course
information are those assigned to the course such as students, teaching assistants, and instructors,
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and the CMS administrators. Dropbox is an Internet based encrypted data storage system that
provides access to documents on any device. The Dropbox application also provides the option
for two-step verification when logging in through the website, which increases the security of the
account (Dropbox, Inc.). There are inexpensive viable options for distance practices in
supervision; CMS and Dropbox are only a couple of the possibilities. In their 2010 study, Byrne
and Hartley questioned how and when recordings are deleted when using distance methods, as
well as who is responsible for deleting those recordings. The syllabus for supervision courses
could address these confidentiality concerns and may be discussed with the university’s IT
department. The university most likely has policies related to the course management system
and if none are in place, these could be arranged through the college.
Although concern about case conferencing is valid, it is not a concern specific to distance
clinical supervision. Students turn in recording hardcopies to the supervisor during in-person
supervision courses. The in-person course process of turning in recording hardcopies creates
questions about who will destroy the recording and about the security of transporting hardcopies
to and from locations. Distance application allows for the electronic submission of recordings,
which could decrease the worry about transporting recordings. Although provisions can be
implemented, confidentiality can only be maintained if the supervisor and supervisee are aware
of the issues and limitations with using a DCS model and each works to maintain established
protocols (Orr, 2010).
With the use of encrypted websites and applications, a breach of confidentiality is
minimized. However, there are other ways of minimizing the risks during technology in DCS.
Janoff and Schoenholtz (1999) suggested these guidelines for protecting confidentiality: (1) do
not use names, (2) delete electronic communications periodically, (3) obtain appropriate releases
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and consents, (4) develop protocol and passwords for accessing group supervision records, and
(5) discuss highly sensitive information off-line (Olson, Russell, & White, 2002). The use of
pseudonyms is an appropriate practice in the field of supervision; this should also carry through
to distance clinical supervision models. A few other suggestions for maintaining confidentiality
in distance settings are: (1) participation of supervision sessions should occur in a private room,
limiting distractions and potential breeches, (2) limit the use of public computers when accessing
confidential course information, (3) use removable devices to store data and recordings, such as
external hard drives and store these devices in secure areas (such as a locked desk or file
cabinet), (4) do not auto save passwords on shared computers, and (5) use one email address for
communications and disallow communications specific to client or course information with any
other email address. Limiting the potential breeches of confidentiality in technology are
possible, the profession should be diligent about ensuring proper use, and developing awareness
related to professional confines of the applications.
Supervisory and peer relationships. Another issue with the use of technology in
clinical supervision is the effect on supervisory and peer relationships. Effective clinical
supervision is contingent on the supervisory relationship (Morissette et al., 2012; Perry, 2012).
Rapport between the supervisor and supervisee is the foundation for an advantageous
relationship. Morissette and colleagues (2008) suggested it may be difficult to build rapport
online due to difficulty in displaying warmth, honesty, and trustworthiness; therefore, potentially
hindering the supervisory relationship and effect of supervision. The internship and practicum
courses generally provide an environment for students to flexibly collaborate on case
conceptualization and discuss issues encountered during sessions. Morissette and colleagues
(2008) claimed technology does not allow for spontaneous discussion or explanation. In a study
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conducted by Olson and colleagues (2002), supervisees did not perceive cues stimulating
feelings of safety through videoconferencing sessions.
Establishing rapport and building relationships are two things at which counseling
supervisors should be experts. These efforts take time, but with effective skills, could occur in
any setting. Chapman, Baker, Nassar-McMillan, and Gerler (2011) found communications
between supervisor and supervisees were successful in both asynchronous and synchronous
distance methods. Another study conducted by Perry (2012) revealed that students were
comfortable in forming relationships through the Internet, while the supervisors preferred inperson or telephone interactions. These studies show that an effective, empathetic relationship
can be established via the Internet (Chapman et al., 2011; Perry, 2012). Some benefits to a
distance supervisory relationship are a decrease in student self-consciousness, increase in
participant verbalization, and more assertive behavior from students (Gammon, Tore, Bergvik, &
Hoifodt, 1998; Olson et al., 2002; Perry, 2012).
Individuals build relationships over the Internet everyday (dating websites, support
groups, etc.); therefore, it is feasible to believe that professionally trained individuals can achieve
the same. The relationship built between supervisee and supervisor through distance supervision
will be of a different style than in-person supervision, such as increased verbal communication
due to perceived or lack of perceived cues and increased structure. However, the different styles
do not necessarily mean decrease in quality. The use of technology in distance education
requires efficient communication and distance supervision may lead to increased proficiency in
communication through application, over in-person course supervision.
Other apprehensions, such as relationship cues (Kanz, 2001; Olson et al., 2002) are
discussed in the next section.
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Verbal and nonverbal cues. Another frequently cited concern is the lack of verbal and
nonverbal cues such as tone inflection and psychomotor agitation (Conn et al, 2009; Cummings,
2002; Gammon et al., 1998; Kanz, 2001; McAdams & Wyatt, 2010; Orr, 2010; Vaccaro &
Lambie, 2007). Both verbal and nonverbal cues are important in understanding a student.
Asynchronous communications lack these cues because the communication often occurs outside
of present time, so the supervisor would miss body language that a supervisee may be displaying.
Synchronous communications occur in real time, meaning there is little to no delay in response.
When using nonvisual, synchronous communications in supervision, such as chat rooms,
students may miss the attributes of in-person interaction, such as body language and ease of
conversation (Chapman et al., 2011). However, while utilizing chat rooms for supervision,
Cummings (2002) noted that students experienced a clear and strong sense of being a group
despite the lack of physical presence and visual cues. Cummings (2002) also reported that
immediate, intense, and focused style of communication took place during the nonvisual
synchronous sessions. Nevertheless, asynchronous and text-based synchronous supervision lack
verbal and nonverbal cues. Videoconferencing, a synchronous form of communication, allows
for monitoring of these cues (Vaccaro & Lambie, 2007). Therefore, videoconferencing may be a
viable option for conducting distance supervision in response to these concerns.
Verbal cues are accessed by using videoconferencing, telephone, and other synchronous
methods. However, at this time, videoconferencing is one of the only methods for accessing
visual (nonverbal) information. The use of videoconferencing in distance clinical supervision
may allow the supervisor and supervisee to access signals that may otherwise be lost. Generally,
the university CMS has a discussion feature where students can log on remotely and participate
in a group conference, with the option of video. If the CMS is not accessible, there are
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encrypted, videoconferencing applications and software. Some of these programs include Skype,
FaceTime, WebCT, GoToMeeting and Adobe Connect. Currently, group videoconferencing
through Skype is free and has a maximum of 10 participants (Skype, n.d.). The screen sharing
capability in Skype can be beneficial if a student needs assistance with the CMS or other
programs. With many options for inexpensive, encrypted/secured programs, the reason for using
videoconferencing in distance clinical supervision is clear; the benefits of videoconferencing
supersede other distance modalities.
Crisis management. Although crisis management was a less frequently stated concern
in the literature, it is a relevant issue when discussing supervision. Crises occur in counseling,
by both the client and supervisee. Kanz (2001) noted the concern for timely access to
supervisors when a crisis occurs. Although a valid concern, in-person supervision encounters the
same issue. In practicum and internship courses there are two supervisors, one located at the
facility where the intern meets with clients and one that over sees the course and provides
feedback on counseling skills (CACREP, 2009). If the student were to experience a crisis while
working with a client, the site supervisor would handle the client in crisis. Both distance and inperson supervisors should address appropriate times to contact the supervisor, appropriate
methods for contact, and plans for emergencies. This should be included in the distance clinical
supervision syllabus, along with links to resources on the CMS.
Technology skills. When using technology in supervision, there is a reliance on the
varying technological skills of both the supervisor and supervisee, some examples are typos,
frustration with equipment, and software confusion (Chapman et al., 2011; Conn et al., 2009;
Cummings, 2002; Vaccaro & Lambie, 2007). There is also a concern regarding the functioning
of equipment and software. If there are software malfunctions or there are poor remote
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connections, this could add to the stress experienced by students and supervisors. Supervisors
need to be technologically competent to ensure that client privacy is protected (Byrne & Hartley,
2010). Trainings can occur to help course supervisors become comfortable with utilizing
distance methods. Although technological skills were listed as a concern in DCS, when
comparing in-person with distance counseling education, Blackmore, Tantam, and Deurzen
(2008) found that technology skills were not actually a significant barrier to the student’s
learning. Byrne and Hartley (2010) found that supervisors reported students as typically showing
high levels of technological aptitude. Distance education students were more likely to own a
computer, had less ability to visit campus, used the internet more frequently, and rated their IT
skills higher than those in the in-person formats (Blackmore et al., 2008). Technological ability
appears to warrant little concern when discussing application to counseling courses. Conn and
colleagues (2009) found that students who experienced technology-mediated supervision during
coursework were more likely to have positive attitudes toward the use of technology in
professional practice. Therefore, incorporating technology into counseling courses increases the
students’ acceptance of technology in the profession.
Comparability to in-person courses. The comparability of distance clinical supervision
to in-person models was not a distinct concern among the literature. However, it is relevant to
the topic and may be an unexamined concern. It is unclear whether technology provides the
same quality of supervision as in-person formats, and without audio and video, distance and inperson supervision cannot be compared (Morisette et al., 2012). Few studies actually compared
in-person supervision with distance or hybrid models of supervision. One study found students
to perceive no difference in the quality of supervision when comparing hybrid and in-person
models (Conn et al., 2009). A second study conducted by Blackmore and colleagues (2008)

23
compared a distance counseling education program to an in-person program in Europe.
Blackmore and colleagues (2008) found no significant difference in performance between the
distance and in-person modalities. The study also found self-disclosure to be easier for
individuals in the distance formats, as opposed to those in traditional, in-person courses.
Distance education students reported higher satisfaction with the course material and tutors, but
spent more time on material and less time with tutors (Blackmore et al., 2009). Some
characteristics associated with student satisfaction in distance learning included clear course
expectations, encouragement of student participation, various instructional methods, prompt
question response, and timely assignment feedback (Conn et al., 2009; Morissette et al., 2012).
Although few studies exist thus far, the results from these studies show potential for distance
education in counseling. However, there is no available literature that compares distance
supervision with in-person supervision.
Standards for Clinical Supervision in Counselor Education
This section describes some of the standards currently in place for in-person clinical
supervision. Three counseling associations will be used to identify these standards: American
Counseling Association, Association for Counselor Education and Supervision, and National
Board for Certified Counselors.
Clinical supervision standards (in-person). This section identifies standards of
practice for in-person clinical supervision through the use of the 2014 ACA Code of Ethics
(ACA, 2014, section F, p. 12-15), the National Board for Certified Counselors Code of Ethics
(NBCC, 2012-a, p. 2), and the Association for Counselor Education and Supervision Standards
for Counseling Supervisors (ACES, 1990). Clinical supervisors are responsible for ensuring
client welfare and the supervisees’ communication of credentials; monitor supervisee
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performance and professional development; and discuss client rights, as well as ensure
supervisees explain informed consent and the limits of confidentiality related to supervision
(ACA, 2014, section F.1; NBCC, 2012, p.2). Counselor supervisors must be competent in
supervision practices. Therefore, they must be trained in supervision theory and methods, must
address diversity in supervision, and must be competent in the use of chosen technologies (ACA,
2014, section F.2; ACES, 2009). The counseling supervisors must also be knowledgeable about
ethical issues in the profession (ACES, 2009). Clinical supervisors must maintain appropriate
and professional relationships with supervisees; must not have multiple relationships with a
supervisee; and sexual relationships with supervisees are prohibited (ACA, 2014, section F.3;
NBCC, 2012, p.2). Supervisors have the responsibility of providing supervisees with an
informed consent and must establish procedures for emergencies or absences. A supervisor must
also make their supervisee aware of professional and ethical standards, and must allow sufficient
notice of termination (ACA, 2014, section F.4).
Clinical supervisors and supervisees must monitor themselves for impairment and
provide professional disclosure about supervision to the supervisee (ACA, 2014, section F.5).
Clinical supervisors are responsible for supervisee evaluation, remediation, and gatekeeping.
Supervisors do not counsel supervisees and do not endorse supervisees whom the supervisor
deems unqualified (ACA, 2014, section F.6; ACES, 2009). Clinical supervisors must be
knowledgeable in assessment and evaluation, case conceptualization, oral and written reporting
and record keeping, and research in counseling and counselor supervision (ACES, 2009).
Supervisors are responsible for keeping accurate records of supervisee progress and goals
(NBCC, 2012, p.2). Professional counseling supervisors demonstrate quality characteristics,
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such as sensitivity to individuality, are encouraging, optimistic, and motivational, as well as the
ability to recognize his or her own strengths and weaknesses (ACES, 2009).
Distance clinical supervision standards. Although standards for distance clinical
supervision have become more prevalent in recent years, gaps in knowledge and practice exist
and development of best practices is needed (Morissette, Bezyak, & Ososkie, 2012). In this
section, laws and rules associated with the use of distance practices in counseling are listed by
specific act or association relevant to distance clinical supervision in counseling.
Health Insurance Portability and Accountability Act (HIPAA). The Health Insurance
Portability and Accountability Act is a government act created to establish standards for the
electronic submission of health information between health care providers and insurance
companies (US Department of Health & Human Services, 1996). Covered entities include those
in the mental health profession. However, the act is related to the submission of information in
electronic form to insurance agency or other entities for payment or statement of benefits (US
Department of Health & Human Services, 1996). Although counselors are considered “covered
entities” with HIPAA, the process of clinical supervision and distance clinical supervision are
not specific to HIPAA. Supervision is a practice between a supervisee and a supervisor, and
although clients are discussed through case conceptualization, (1) the client is not receiving the
supervision and (2) insurance payments are not being collected from a client for the supervision
of novice counselors. In addition, insurance panels require “covered entities” to be licensed and
most graduate level student interns and post-graduate interns are not eligible to be licensed and
are unable to join insurance panels and accept insurance from clients- greatly reducing the
applicability of HIPAA. Therefore, HIPAA is not applicable in electronic case dialogue
between a supervisor and supervisee in clinical supervision. Also, HIPAA is an act created to
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protect clients/patients by creating standards when electronic interactions occur; it was not
created to stop electronic communications. Therefore, practicing standards in DCS that limit the
disclosure of individually identifiable information (i.e. adhering to rules of confidentiality) will
meet the standards of HIPAA regardless of whether health insurance is involved. More
information specific to “covered entities” and “clearinghouses” can be found at the US
Department of Health and Human Services website.
Family Educational Rights and Privacy Act (FERPA). Due to the necessity of clinical
supervision in graduate counseling programs and therein the association of universities and
educational rights, the Family Educational Rights and Privacy Act (FERPA) is briefly presented
here. FERPA is a federal law that protects the privacy of students’ educational records, except
for “directory” information (US Department of Education, n.d.). In graduate level DCS, records
will be stored at the university as with any other course. The school will govern release of
records. In DCS, any electronic transmission of student work will need to be maintained, as the
school requires. In addition, the practices proposed in this paper suggest that any coursework be
submitted over secured and encrypted applications.
American Counseling Association (ACA). The American Counseling Association [ACA]
is a national professional and educational organization. Most counseling professions adhere to
ethical standards developed by the ACA. In the ACA Code of Ethics (2014, p.13), there is a
brief section (F.2.c) that states counselor supervisors must be competent in the use of technology
utilized during online supervision and are to “take necessary precautions to protect
confidentiality of all information transmitted through any electronic means.” These ethics
demonstrate progress in the acceptance and practice of distance supervision; however, leave a
gap in the guidelines of ethical practice.
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National Board for Certified Counselors (NBCC). The National Board for Certified
Counselors [NBCC] is a not-for-profit regulating entity in counseling and related fields. In 2012
(b), the NBCC approved a policy regarding the delivery of distance professional services.
Although the standards are primarily written for distance counseling services, the NBCC
considers the standards applicable to supervision and are incorporated into this study’s proposed
practices specific to distance clinical supervision.
Conceptual Theory Review
Currently, a theory specific to distance clinical supervision does not exist and a
comprehensive conceptualization is needed to guide design of these courses. Although this study
was based on distance education, its primary function was that of supervision. Therefore, the
theoretical frameworks used to support DCS were the clinical supervision theories humanistic
supervision and developmental supervision theory. Ordering of this section features a brief
review of current theory application in distance counseling courses, discussion of foundational
supervision theories, and a description of distance clinical supervision as influenced by
Humanistic-experiential and developmental theories.
Current application of theory in distance clinical supervision. Hall and colleagues
(2010) presented a humanistic framework as the foundation for their distance-counseling
program in North Dakota (North Dakota State University). At the time of the article, the
university offered many of its counseling courses through distance methods, such as
videoconferencing. It also conducted group internship supervision in distance formats, but did
not offer practicum. Hall and colleagues (2010) suggested the necessity of using humanistic
theory as a way to value students holistically, promote meaningful relationships, and appreciate
intentionality and goal-oriented behaviors. They note the importance of focusing on human
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interactions in distance courses rather than the technology, ensuring that meaningful
relationships are at the core of instruction. Although Hall and colleagues (2010) thoroughly
reviewed the application of humanistic theory to distance education in counseling courses, they
did not specify application to supervision courses.
Humanistic-experiential supervision theory. One emphasis in this study was student
growth. This DCS model stems from the belief that supervision functions to promote holistic
student development, as well as foster independence and peer relationships through experiential
learning. Growth occurs from facets such as self-awareness, reflection, and self-exploration.
However, feedback and a supportive environment also influence student growth. The humanistic
supervision theory was part of the foundation for this model, as it prescribes to similar values.
Humanistic theory tries to develop holistic understanding of a person and promotes
change through genuine and empathic relationships (Bernard & Goodyear, 2014; Buhler, 1971;
Hall, Neilsen, Nelson, Bucholz, 2010; Rogers, 1957). Holistic understanding of a person means
accepting the individual’s experience from all life’s components. Those prescribing to a
humanistic framework value holism, intentionality, personal growth, and integration (Buhler,
1971; Hall et al., 2010; Rogers, 1957; Villares, Lemberger, Brigman, & Webb, 2011). Each
person is unique with varying strengths and weaknesses, experiences, and characteristics.
Therefore, a holistic approach may increase overall growth. A second value is intentionality, the
unconscious and conscious motivations toward a specific action/behavior (Buhler, 1971; Hall et
al., 2010), contributing to development of identity. Intentionality links to self-awareness and
reflection in individuals. Another aspect of humanistic theory is personal growth, which is
defining goals for the enhancement of one’s self. Here, the individual develops and identifies
personal goals. Integration refers to being a true representation of one’s self within context
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(Buhler, 1971; Rogers, 1957) and is an important part of the humanistic perspective. With
integration, the client or supervisee is responding honestly through verbal and nonverbal cues.
In supervision, humanistic theory applies a person-centered, relationship-oriented
approach to encourage growth in supervisees at an individual and professional level (Abrell,
1974; Bernard & Goodyear, 2014; Farber, 2010; Hall et al., 2010). Humanistic clinical
supervision contains many of the same characteristics of the psychological theory. However,
supervision works to facilitate the supervisee’s personal growth and growth in the counseling
process through reflection and self-exploration (Bernard & Goodyear, 2014; Farber, 2010), as
well as provide experiential feedback (Abrell, 1974). Experiential knowledge fosters individual
growth and self-awareness (Farber, 2010; Villares et al., 2011). Through direct experience,
students can develop counseling competencies necessary for successful therapeutic relationships
with clients. A humanistic supervisor needs to create a supportive environment that inspires
personal growth; in this supportive environment, the supervisor is able to “constructively utilize
the aspirations, needs, and talents, of the person(s) with whom he/she is cooperatively working”
(Abrell, 1974, p. 214). Therefore, a supervisor must display authentic concern for the
supervisee’s growth, build upon the supervisee’s intrinsic ambitions, and work towards a
collaborative supervisory relationship (Abrell, 1974). If these characteristics exist, then a more
complete supervision experience can take place.
Developmental theory of supervision. Developmental supervision operates on the
assumption that professional growth and competences develop in stages. Thus, supervisors
working within developmental theory believe supervisees experience change and development
over time (Stoltenberg, 2005). The conceptual premises for developmental theory are (a)
supervisees’ professional development is sequential and moves from less to more competent, (b)
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as supervisees move through stages they struggle with developmental issues such as identity,
autonomy, and competence, and (c) supervision interventions vary at each stage of development
(Everett, Miehls, DuBois, & Garran, 2011). Supervisees move through the stages of
development at different rates, and supervision functions in a way conducive to supervisee
learning based on the stage. Therefore, supervisors should consider the developmental stage of a
supervisee and tailor supervision to each supervisee’s individual developmental stage.
Developmental supervision offers high levels of structure early in development and creates a less
structured environment as the supervisees develops (Stoltenberg, 2005). One outcome of
developmental supervision is elevated reports of self-efficacy in later stages. The initial sense of
support and increased self-efficacy help supervisees to develop their skills and have more
autonomy.
One of the more commonly recognized formulations of developmental theory is the
integrated developmental model [IDM], developed by Stoltenberg in the 1980s and adapted later
with the help of McNeil and Delworth (Bernard & Goodyear, 2014). In IDM (McNeill,
Stoltenberg, & Romans, 1992; Stoltenberg, 2005) supervisees move through 4 levels of
development, with growth specific to self and other awareness, motivation, and autonomy. The
first level hypothesizes that beginning supervisees focus mainly on their own feelings, thoughts,
and behaviors during supervision sessions. Therefore, supervisees are highly motivated to
become good counselors and highly dependent on the supervisor. For example, supervisees are
often apprehensive in the first stage of supervision and often discuss their skill ability and
understanding of the client. In the second level of IDM the supervisee is torn between autonomy
and dependence, often questioning one’s own counseling abilities (McNeill et al., 1992). The
supervisee begins to focus on client experiences and neglects self-processing of sessions. The
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third level is characterized by high levels of confidence in the supervisee and shifting focus from
client experiences to a balance between empathic reflection and self-awareness. Stoltenberg and
colleagues labeled the fourth level of development as 3i, in which supervisees have reached an
integrated level of development: a balance between self-other awareness, motivation, and
autonomy (McNeill et al., 1992; Stoltenberg, 2005).
Synthesis: distance clinical supervision. This study’s distance clinical supervision
foundational theories were humanistic supervision and developmental supervision. However,
humanistic supervision and developmental supervision may lack components necessary in DCS
and neither has yet to be tested in any DCS format. There is a physical separation between
students from their instructors and peers, due to the obvious formatting of DCS. The hope with
DCS is to limit perceived separation to only physical locations by establishing strong
relationships, as well as autonomy within supervisees. It is believed that understanding
supervisees holistically and developing self-awareness will promote growth.
Professional and personal growth are the center of DCS in this study and are influenced
by the support and feedback offered from peers and supervisors. Support is believed to be a
characteristic of DCS, which incorporates supportive relationships, collaboration, and
consultation among peers. Learning to build relationships and to seek help from peers may
encourage supervisee autonomy. Supervisees might recognize their own capabilities and may
become less anxious in sessions if they feel confident in themselves, which begins with asking
for help. Another characteristic of DCS in this study is feedback. Supervision is naturally
evaluative and this plays a large role in gatekeeping (Bernard & Goodyear, 2014). Generally,
humanistic feedback is non-confrontational and based on the supervisee’s perspective, and
desires to change (Abrell, 1974). Although this approach to feedback is ideal in humanistic and
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person-centered theories, DCS requires more structured and specific feedback. Due to the need
for clear communication in distance supervision, the supervisor must consider methods that are
more direct. Feedback in this DCS study focuses on ethics, cultural competencies, holistic
observations, intervention competencies, and intentions of the counselor, while considering the
developmental stage of the supervisee.
Another important characteristic of DCS in this study is growth. Growth occurs through
support and feedback, and includes characteristics related to holistic qualities of the supervisee.
The supervisees should develop self-awareness through supervision, practice reflection and selfexploration, and demonstrate professionalism, integrity and independence. Growth and
development of the supervisee as a whole is an integral part of DCS. Supervisors encourage
self-awareness and self-exploration in the supervisee, as a function of the therapeutic-client
relationship and professional development (Farber, 2012). An additional way to increase
reflection and promote personal/professional growth is through identification of counseling
intentions. A supervisee can link his or her counseling intentions with responses during sessions
(through audio recordings) and identify patterns and approaches in sessions (Lehr, 2005). For
example, sometimes when reviewing tapes a supervisee may focus on those skills used during
session without focusing on why he or she used those skills. This may cause minimal awareness
of detrimental patterns or cause the supervisee to take less responsibility in personal
development.
This concept of DCS influenced this study in the formulation of inquiry, as well as
analysis. The research questions presented may provide insight into DCS, as there is limited data
and information about the topic in research literature. As knowledge about DCS increases,
researchers can further investigate theory and applications in DCS. This study’s questionnaire
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was formulated after a thorough review of literature, which then prompted research questions
related to the three assumptions for practices stated earlier.
Summary
Distance clinical supervision is not a novel practice; however, little research exists in
counselor education on the topic. The available literature revealed several concerns
professionals have regarding the use of technology in counseling and supervision. These
concerns ranged from confidentiality, supervisory and peer relationships, technological ability,
crisis management, and verbal/nonverbal cues. Although valid concerns, developments in
technology, such as creation of secure applications, have greatly reduced the risks and concerns
presented by counseling researchers. There are still risks to using web-based technology, but
they are not far from the risks associated with in-person methods of supervision. Some studies
explored the potential of distance counseling and supervision. Such studies addressed student
experiences in using technology and comparability to in-person supervision methods. There was
minimal research using supervision theory in distance settings. This study used humanistic and
developmental supervision theories as the foundation for development in distance clinical
supervision.
Study Outline
Chapter two explored the relevant literature related to this study of DCS, including
research studies related to distance clinical supervision and current ethics and laws that could
potentially affect distance clinical supervision. The study will now move to chapter three which
will present the methods and procedures for this study.
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Chapter 3: Methods
This chapter begins with a description of the pilot study used to inform this research
study and continues with the research process: design, population, data collection, and data
analysis. This study’s research questions were as follows:
A. Practices for DCS should be specific to distance clinical supervision
Research question 1: What are counseling professionals’ attitudes toward proposed
practices for DCS?
B. Practices for DCS should consider concerns stated among the profession about distance
clinical supervision
Research question 2: What are counseling professionals’ attitudes toward DCS?
Research question 3: What is the relationship between use of DCS methods and
attitudes toward DCS?
Research question 4: What is the direction and strength of the relationship between
attitudes toward DCS and participant exposure?
C. Practices for DCS should offer guidance in selection of appropriate technology for distance
clinical supervision
Research question 5: What methods of communication are most frequently utilized
among those using DCS?
Research question 6: What is the relationship between participant exposure level of
DCS and the use of DCS methods?
Research question 7: In what ways are counseling professionals being exposed to DCS?
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Pilot Study
Prior to this study, I (Munchel, 2014) conducted a pilot study that surveyed mental health
counseling professionals in the state of Florida, including master’s level students, university
professors, licensed professionals, and others in mental health related fields. After receiving IRB
approval, a request for participation was sent out to Counselor Education instructors at all
CACREP-accredited Florida universities. The purpose of the study was to gather preliminary
information about DCS that would inform this study and future studies related to this topic. The
participants were asked to forward the survey on to others who meet the above criteria.
Originally, 87 participation requests were emailed and of those, 23 responses were collected.
The survey was posted on the Internet through Survey Monkey and a link was provided in each
email. The respondents answered 16 multiple-choice and four open-ended questions. A variety
of questions were asked about the interest of participants in DCS and experience with DCS, such
as “How interested are you in learning about distance supervision,” “Please select which
method(s) of distance supervision you are currently utilizing,” and “What concerns do you have
regarding distance supervision.”
The pilot study was used to explore and gather information about the use of DCS in
counseling. The responses to the pilot study allowed me to formulate the attitudes measure in
this study’s questionnaire using participant feedback to open-ended questions and multiplechoice responses. For example, one participant stated that he or she believed distance
supervision was unethical, indicating a negative attitude toward DCS. This is an important view
to measure among many counseling professionals. Also, 15 out of 23 participants reported
having at least a moderate knowledge about DCS, which demonstrated the need to develop a
scale measuring participant exposure levels through educational experiences of counseling
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professionals (such at workshops, reading peer-reviewed journals, and other activities that
increase an individual’s knowledge about a topic). Another question asked in the pilot study was
“In your opinion, should development of distance supervision regulations/standards be
considered separately from traditional supervision methods” and of the 21 respondents, 8
indicated “not at all” (38% of respondents). However, the open-ended question responses
implied a believed distinction between conventional supervision and distance clinical
supervision. Therefore, an attitudes scale about potential DCS guidelines was developed to
measure whether counseling professionals believe they are appropriate. Please see Appendix A
for Pilot Study Questionnaire.
Research Design and Approach
This quantitative study used a survey research design (Dillman, Smyth, & Christian,
2009; Fowler, 2002). A questionnaire was developed for this study based on the results of the
pilot study described above. The collected data is used to describe the current practices in and
attitudes toward distance clinical supervision among counseling professionals, as well as to
identify relationships among variables identified in the research questions. A survey research
design best fit because it allowed me to ask exploratory questions and collect data to describe
trends in distance clinical supervision and to compare variables in the study. Also, this
quantitative research presents introductory information necessary to stimulate further
development of this topic.
Setting and Sample
Survey data collection occurred using a questionnaire designed specifically for this study.
Criteria for participating in this study required participants to be from counseling and related
fields. This included students, professors, licensed professionals, and state registered interns. In
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order to ensure that only mental health professionals responses were used from the survey,
individuals were asked to specify their professional status, such as counseling student, registered
intern, or Licensed Mental Health Counselor. For this study, the American Counseling
Association (ACA) was chosen as the source for participants because it is the primary
association for counseling professionals and is a national organization. The ACA has a variety
of professions connected with it, such as mental health counselors, counseling psychologists,
social workers, and marriage and family therapists, however, it is expected that most members
will be counselors. This association also has members with varying experiences and educational
levels. Therefore, permission to contact members of the American Counseling Association
(ACA) was sought from the ACA Membership Relations department. The list provided by the
ACA was a random selection consisting of 1000 of their members, including only U.S. national
members (which excluded international members).
The sampling strategy used in this study consisted of 2 stages. The first was random
selection in which the initial group of participants was sought from a randomized list and the
second was a snowball sample in which participants were asked to forward the survey link onto
other professionals and colleagues. Participants were obtained through multiple sources,
including mailed participation requests, discussion board request, and electronic mail requests.
After IRB approval was obtained I contacted the ACA for a list of 1000 members, from which,
for financial reasons, 800 participants were initially randomly selected using EXCEL’s
randomization formula: =RANDBETWEEN(1,1000) and mailed a participation request. These
mailed requests were sent over the course of four days in mid-June. However, after
approximately three weeks of conducting the survey (July 10, 2015), only 45 responses had been
collected (5.625% return rate). After discussing the low response rate with my co-major
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professor, I asked to send the remaining ACA members requests for participation. Therefore, the
remaining 200 participants, from the initial ACA list, were sent mailed participant requests. This
round of participation requests produced only eight more responses, totaling 53 completed
survey (5.3% return rate). On July 23, 2015 the decision was made to post the survey link to the
ACA Connect discussion board in order to increase the total number of responses. The ACA
Connect is a community board for ACA members. An individual must log into their ACA
account in order to access the Connect community. Therefore, it is assumed that participants of
ACA Connect are also members of ACA. The study was concluded on July 31, 2015 with a total
of 103 participants. However, 7 participant surveys were discarded due to missing data.
Therefore, a total of 96 participants were included in the final analysis. Of the total participants
included, 57.3% reported receiving information about the survey through the mailed postcards
and 39.6% reported hearing about it through a peer.
Sample description. The sample used for analysis in this study consisted of 96
participants. This description contains general terms to describe the sample, as specific titles
vary across states. A total of 54.7% of the sample were licensed mental health professionals,
20% were registered as counseling interns (post master’s degree) in their respective state, and
20% were currently enrolled as master’s level counseling students. Also in the sample, 9.5% of
participants were certified school counselors and 12.6% of participants were qualified in more
than 1 profession. With regard to education, a large number of participants (68.8%) had
completed their master’s degree, 17.7% had completed a doctorate and 11.5% had completed a
bachelor’s degree. In this sample 95.8% of participants belong to the American Counseling
Association and 68.75% belong to more than one organization. Table 1 contains detailed
information on this study’s sample. Participants’ ages ranged from 23 to 74 years, with 42.92
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years of age as the mean (standard deviation = 13.61). Appendix B contains a frequency table
that displays the states in which participants resided at the time of this study and Appendix C
lists the organizations in which participants reported membership.
Table 1
Frequencies and Percentages of Participants’ Demographics
Demographic Collected
Professional Counselor Status
Master’s level student
State Registered Intern
Licensed Mental Health Professional
Licensed Clinical Social Worker
Licensed Marriage & Family Therapist
Certified School Counselor
Psychologist
Other
Qualified in more than 1 profession

Frequency
19
19
52
1
1
9
2
4
12
Total Respondents
95

Present/Past use of DCS
Yes
No
Total Respondents
Highest Degree Completed
Bachelor’s degree
Master’s degree
Ed.S.
Doctorate
Total Respondents
Association of Membership
American Counseling Association
American Mental Health Counseling Association
National Board for Certified Counseling
(specific) State Organizations
Association for Counselor Education and Supervision
Chi Sigma Lota
American College Counseling Association
Other
Belong to more than one organization
Total Respondents
Survey Request Form
Through mailed postcard
Through peer
Total Respondents

Percent
19.80%
19.80%
54.20%
10%
10%
9.40%
2.10%
4.20%
12.50%

36
60
96

37.50%
62.50%

11
66
2
17
96

11.50%
68.80%
2.10%
17.70%

92
6
4
18
6
4
4
27
66
94

95.8%
6.25%
4.20%
18.75%
6.25%
4.20%
4.20%
28.10%
68.75%

55
38
93

57.30%
39.60%
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The mean number of years the participants had been in counseling related fields was 8.1
years (standard deviation = 8.15), with a minimum of 1 year and a maximum of 35 years.
However, the majority of participants (78.1%) had experience between one and ten years, with
54.2% having five or less years of experience. The remaining 21.9% of participants’ years of
experience steadily rose between 1% and 3% from 11 to 35 years. See Table 2 for the
participants’ cumulative years in the field for further details about participants’ years of
experience.
Table 2
Frequencies and Percentages of Participants' Years in counseling and related fields
No. of Yrs.
1
1.5
2
2.5
3
4
5
6
7
8
9
10

Frequency
11
2
14
3
9
4
9
4
5
2
5
7

Percent
11.5
2.1
14.6
3.1
9.4
4.2
9.4
4.2
5.2
2.1
5.2
7.3

Cumulative Percent
11.5
13.5
28.1
31.3
40.6
44.8
54.2
58.3
63.5
65.6
70.8
78.1

The a priori power analysis was performed using the application GPower 3.1. The
settings for this program were “exact” distribution, correlation: bivariate normal model. For
research questions “What is the relationship between use of DCS methods and attitudes towards
DCS?” and “What is the relationship between participant exposure level of DCS and the use of
DCS methods?” a medium effect size was anticipated and this application determined that a total
sample size of 84 participants was needed for an alpha level of .05, power of .80, and the
medium effect size of .30. Therefore, after the first round of requests, there were not enough
participants to achieve accurate power for the study and 2 additional rounds were conducted; in
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which enough participant responses were collected for adequate power related to these questions.
For the research question “What is the direction and strength of the relationship between
attitudes toward DCS and participant exposure?” a large effect size was anticipated and the G
Power 3.1 application calculated that a total sample size of 29 participants was needed for an
alpha level 0f .05, power of .80, and the large effect size of .5. Therefore, there were a sufficient
amount of participant responses for accurate power with regard to this research question.
Instrumentation: DCS Exploratory Questionnaire
This section discusses the development of this study’s questionnaire, as well as provides
a description of the instrument. It also describes the study’s variables and calculation of
instrument scales.
Development of instrument. Information including demographics, attitudes toward
distance clinical supervision and practices, experience in using distance clinical supervision, and
exposure level associated with distance clinical supervision were collected from participants with
the DCS Exploratory Questionnaire, a self-administered, self-reported instrument developed
specifically for this study (see Appendix D). This instrument was developed using results of a
pilot study, as well as reviewed literature. The questionnaire was modified after being reviewed
by others in the field of counseling. The reviewers consisted of three experts and two other
counseling professionals. The experts were: Anthea Henderson, a second year doctoral student
in Counselor Education with a Master’s degree in counseling and 30 years of experience; Deidra
Sanders-Burnett, a first year doctoral student in Counselor Education with a Master’s degree in
counseling, 20 years of experience, and a state of Florida mental health counseling license; and
Anjanette Todd, a second year doctoral student in Counselor Education with a Master’s degree in
Education, a specialization (Ed.S) in counseling, and 12 years of experience. Two other
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counseling professionals were asked to review the survey: Danielle Leslie, a state of Florida
registered mental health counseling intern with a Master’s degree in counseling and 2 years of
experience; Alyss Ison, a state of Florida registered intern with a Master’s degree in counseling
and 1.5 years of experience.
These individuals were asked to review the survey and provide feedback related to clarity
and content. I asked the experts to critique my survey for its functionality and appropriateness of
the topic, as well as to explain what they believed each question was asking of them. The experts
suggested the clarifying of acronyms that were used in the survey, as well as adjusting the
wording of some questions to increase clarity. Another modification was the organization of
questions in order to limit influence on responses from participants. For example, questions
were reordered, with open-ended questions at the beginning of each section and multiple choice
questions following, so that participants would not be influenced by the multiple choice options
when answering the open-ended questions.
Description of instrument. The questionnaire featured open-ended response questions,
as well as multiple-choice responses. Many of the multiple-choice responses were based on a
Likert Scale. The questionnaire began with a prompt related to participants’ familiarity with
DCS, a 4-point scale and nine response items to determine their level of exposure. The prompt
was “To what extent do the following statements reflect your familiarity with DCS” and two
examples of the items are “I have read peer-reviewed journals about DCS” and “I learned about
DCS in graduate school.” The 4-point scale ranged from “(1) insufficiently or not at all” to
“exceedingly; enough to educate others about the topic.” A moderate to high level of participant
exposure about DCS means being reasonably (scale rating of 3 or more, on average) familiar
with the topic and a low level of exposure means having minimal educational exposure to DCS
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(scale rating of less than 3, on average). Another section of the questionnaire examined attitudes
toward DCS and began with two open-ended questions. The remaining portion of this section
consisted of an attitudes scale with the prompt “To what extent do you agree with the statements
below.” There are 14 response items and participants’ attitudes were measured using a 5-point
Likert scale: (1) disagree, (2) somewhat disagree, (3) undecided, (4) somewhat agree (5) agree.
The third section of the questionnaire began with one open-ended question, “Briefly
describe your experience with DCS.” The following questions are multiple-choice and gauged
the frequency of methods used, such as “How often do you utilize text messages for distance
clinical supervision sessions.” The frequency responses range from (1) never to (5) every
session. The final section of the questionnaire considered attitudes toward practices in DCS.
This survey section began with the open-ended question “What considerations do you think need
to be taken in the development of distance clinical supervision guidelines.” The remaining
portion of this section used the prompt “To what extent do you agree with the statements below”
and consisted of seven statements about potential practices for DCS. A Likert scale was used to
gauge the participants’ attitudes and ranges from (1) disagree to (5) agree. Please see Appendix
D for survey details.
Description of variables and calculation of instrument scales. The variables in this
study were (1) attitudes toward DCS, (2) attitudes toward DCS practices, (3) current DCS
practices and methods, and (4) exposure level with DCS.
Attitudes toward distance clinical supervision. Participants’ attitudes were measured by
participants’ average score on 14 items that asked about their attitudes toward distance
supervision. The item(s) response consisted of a Likert scale from (1) disagree to (5) agree. The
average score for the sample was calculated as the total of all responses divided by the number of
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questions. The average score for each item was also considered and calculated as the total item
score divided by the total number of responses. The following items required reverse coding
when running the overall total mean: c, d, g, h, I, j, k, m, and n (please see appendix D). In the
case of missing data, the average was calculated in situations where at least 10 of the 14 items
were completed. The results from the open-ended question(s) in this section were analyzed by
identifying major themes among the participant responses. The responses to the open-ended
questions in this section were also addressed in the discussion section, as things to consider
regarding DCS.
Attitudes toward practices in distance clinical supervision. Participants’ attitudes toward
DCS practices were measured by participants’ average score on 6 items that ask about their
attitudes toward practices in distance clinical supervision. The item(s) response consisted of a
Likert scale from (1) disagree to (5) agree. The average score for the sample was calculated as
the total of all responses divided by the number of questions. The average score for each item
was also considered and calculated as the total item score divided by the total number of
responses. In the case of missing data, the average was calculated in situations where at least 4
of the 6 items are completed. The results from the open-ended question(s) in this section were
analyzed by identifying major themes among the participant responses. The responses to the
open-ended questions in this section were also addressed in the discussion section, as things to
consider regarding DCS.
Current distance clinical supervision practices and methods. Current practices were
measured by participants’ average score on 8 items that ask about the practices and methods
utilized during distance clinical supervision sessions. The items consisted of 5 response options
in a multiple-choice format about frequency of use; these were (a) 0% of the time (Never), (b) up
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to 20% of the time (Infrequently), (c) 40% of the time (Periodically), (d) 70% of the time
(Regularly), (e) 100% of the time (Every session). The average response was calculated for each
question as the total of each response divided by the total number of responses. In the case of
missing data, the average was calculated in situations where at least 6 out of 8 items are
completed. The results from the open-ended question(s) in this section were analyzed by
identifying major themes among the participant responses. The responses to the open-ended
questions in this section were also addressed in the discussion section, as things to consider
regarding DCS.
Levels of exposure to distance clinical supervision. Participants’ exposure level was
measured by participants’ average score on 9 items that asked about the participants’ exposure to
DCS. The item(s) response consisted of a 4-point scale, which included (1) insufficiently or not
at all, (2) minimally; enough to recognize the topic, (3) reasonably; enough to converse about the
topic, and (4) exceedingly; enough to educate others about the topic. The average score for the
sample was calculated as the total of all responses divided by the number of questions. In the
case of missing data, the average was calculated in situations where at least 7 out of 9 items are
completed. The results from the open-ended question(s) in this section were analyzed by
identifying major themes among the participant responses. The responses to the open-ended
questions in this section were also addressed in the discussion section, as things to consider
regarding DCS.
Data Collection
IRB Approval for this study was sought following successful defense of the proposal. A
total of 1000 participants were solicited through mail. Due to a low response rate (totaling
approximately 5.3%), further participants were sought from the ACA Connect discussion board,
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by electronic request and electronic survey link. Collection for this study occurred in three ways:
(1) solicitation of study participants through mail, (2) solicitation of participants through referral
from participants, also known as snowball sampling, and (3) electronic request through ACA
Connect. The questionnaire was generated electronically using Survey Monkey, and was
accessed through an electronic link that was printed on the participation request postcards and
posted to the discussion board. The mail participants were sent a postcard with a brief study
description, IRB number, and the study link (Survey Monkey). The ACA Connect participants
were also provided with a brief study description, IRB study number, and electronic survey link
in the posted request for participation. All participants were also asked to forward the survey
link to others in their profession.
Data collection occurred over the course of six (6) weeks beginning approximately June
16, 2015 and ending July 31, 2015. The DCS Exploratory Questionnaire was accessible through
Survey Monkey. The only response rate that was verifiable for this study was the rate of return
versus total number of mailed responses. There was a 5.3% response rate from participants
based on the number of participant requests prior to the electronic request via ACA Connect,
which did not meet the number needed to achieve a power of .80. The total response rate for all
participants cannot be estimated, as approximately half of the responses came from the
discussion board and there is no way to identify how many individuals read this request.
Although the rate of return for mailed requests was low, several strategies were used to
increase participant responses. Questions were arranged in an order that encouraged the
participant to finish, such as the longest section in the middle of the survey, a completion percent
bar to show the participants’ progress, and demographic information first (Dillman et al., 2009).
Participants had an opportunity to enter a drawing for one of three $50.00 gift cards. The
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drawing was voluntary and any identifying information was not associated with the
questionnaires. Once the survey was complete, participants had the option to enter the drawing,
which was on a separate page through Survey Monkey and the participant drawing entries were
not linked to specific questionnaires. Therefore, identifying information was not linked to
participant survey responses. The participation requests also described the limited time frame in
which a participant had to respond and that their help was needed and greatly appreciated
(Dillman et al., 2009). The deadline for responses was approximately 30 days from the date of
mailed requests. The decision to mail the remaining participant requests was made one week
prior to the original survey end date. However, only eight additional questionnaires were
completed during the final week, with most responses occurring within the second week of data
collection. One week after the original end date (2 weeks after the second round of mailed
responses were sent), an additional round of requests were sent via electronic request as
described above.
Analysis
There were several research questions in this study and the collected data was analyzed
using variety of descriptive and inferential statistics. This section contains a description of the
research questions and the analyses used in each question. A preliminary analysis of the data
was conducted to determine whether the data were normally distributed. In this preliminary
analysis the skewness, kurtosis, and standard deviation were considered to determine
distribution. Although the practices subscale (questions related to attitudes toward proposed
practices) consisted of a relatively normal distribution, the exposure subscale (questions related
to DCS exposure) was positively skewed and the attitudes subscale (questions related to attitudes
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toward DCS) was negatively skewed. Therefore, the statistical analyses used were the
nonparametric test, Spearman’s Rank-order Correlation and a Point-Biserial Correlation.
Question 1 (What are counseling professionals’ attitudes toward proposed practices for
DCS?) was analyzed using the mean response for each item and 95% Confidence interval for
each item and is displayed in a table. This analysis also consisted of a total mean response
score. Question 2 (What are counseling professionals’ attitudes toward DCS?) was analyzed
using the mean response for each item and 95% Confidence interval for each item and is
displayed in a table. This analysis also consisted of a total mean response score. For question 3
(What is the relationship between use of DCS practices and attitudes towards DCS?) the
Spearman’s Rank-order Correlation was used to determine if a relationship exists between
participant exposure levels total score and their use of DCS total score.
Question 4 (What is the direction and strength of the relationship between attitudes
towards DCS and participant exposure?) was answered using a point-biserial correlation and
question 6 (What is the relationship between participant exposure level of DCS and the use of
DCS practices?) was answered using the Spearman’s Rank-order Correlation to analyze the
relationship between variables. Question 5 (What methods of communication are most
frequently utilized among those using DCS practices?) was answered using descriptive statistics
to describe the responses from this question, which included the use of a frequency table and
95% confidence intervals. Question 7 (In what ways are counseling professionals being exposed
to DCS?) was analyzed using the mean response for each item and 95% Confidence interval for
each item and is displayed in a table. This analysis also consisted of a total mean response
score. Participant responses to opened-ended question were analyzed for major themes. First,
statements were listed, categorized by question asked. Identification of themes began with
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inductive logic, in which initial themes were identified given themes found in the literature
review (Silverman, 2013). The remaining themes were identified using deduction, in which
themes became evident based on researcher theory of responses (Silverman, 2013). These
themes supported information found through the literature review. These themes also support
information found in the discussion section of this study. These themes may also contribute to
development of future studies and stimulate things to consider regarding distance clinical
supervision.
Reliability and Validity
Measurement validity. Measurement validity refers to how well the instrument used in
a study measures what it is supposed to measure; there should be a strong relationship between
the scale items and the latent variable (DeVellis, 2012). This study is gauged using content
validity. Content validity emerged as a safe guard for the validity of inferences derived from test
scores and other measures, and is crucial for measurement in the behavioral sciences (Sireci,
1998). Content validity is determined by the degree to which the instrument (educational tests,
surveys, attitude questionnaires, etc.) corresponds to the operational definition of the area
measured (DeVelllis, 2012; Sireci, 1998). A study’s scale is believed to have high content
validity when the sample of items is representative of the range of potential items (DeVellis,
2012). Content validity recognizes the use of “expert” panels to ensure the domains are
adequately represented (Sireci, 1998). In this study, the domains are participant attitudes toward
distance clinical supervision practices, methods of communication, and participant exposure
level. These domains were developed based on the experience of the researcher, an extensive
literature review focusing on distance clinical supervision in counseling, pilot study results, and
review by experts in counseling. Each expert took the survey and identified areas of

50
improvement for each question, stated their opinion of what the question was asking to ensure
clarity, and verified relevance of the questions to the topic of distance clinical supervision.
External validity. External validity refers to how well a study’s results can be
generalized to a population. Sampling methods contribute to the external validity of this study,
such as surveying a large group of mental health professionals from various regions in the United
States. Random selection of the sample was used to increase external validity, allowing for more
generalizability to ACA members. Although 39.6% of participants reported hearing about the
survey through a peer (snowball sampling), 95.8% of participants were members of ACA.
Therefore, it is reasonable to say that the results are generalizable to some ACA members given
the large amount of participants who were members.
Internal validity. Internal validity is the extent to which a researcher can say the results
were caused by the applied treatment, with minimal influence from other factors (confounding
variables) (DeVellis, 2012). This study has low internal validity because it is a correlational
study and no treatment is being applied. This study focuses on exploring attitudes of counseling
professionals and is currently uninterested in causality.
Reliability. The reliability of an instrument is determined by it ability to perform
consistently (DeVellis, 2012). In this study, reliability was measured using Cronbach’s alpha, a
statistical measurement of internal consistency. Cronbach’s alpha identified whether the
questions were measuring the same variable. The exposure subscale used in this study had an
acceptable correlation between the questions presented (α = .77), however, this is not considered
a high reliability. The attitudes subscale used in the study, was considered to have high
reliability between items (α =.89). The practices subscale consisted of 6 items and had very low
reliability (α = .15). Item-total statistics for the practices subscale are displayed in Table 3. The
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value is negative due to a negative average covariance among items. The negative Cronbach’s
alpha typically indicates that the item coding should have been reverse-scored. However, after
re-checking the survey questions and the data entered, there appears to be no issue with item
coding or entry. Therefore, the questions asked may be weak for this type of analysis.
Table 3
Item-Total Statistics for Practices Reliability
Question
No.
1
2
3
4
5
6

Scale mean if
deleted
21.18
19.88
20.06
20.78
20.65
20.16

Scale
variance is
item deleted
5.55
6.62
7.05
5.14
4.90
5.96

Corrected
item-total
-.01
.11
-.13
.16
.19
.08

Squared
multiple
correlation
.05
.12
.23
.16
.23
.13

Cronbach’s α
if item
deleted
.21
.11
.27
.01
-.03
.11

Limitations
There are some limitations to this study. One limitation of this study was the use of a
self-report instrument. The questionnaire was developed with the use of open-ended questions to
obtain unbiased participant responses. However, conducting interviews or focus groups after
survey completion would allow for further investigation of responses and perhaps a deeper
understanding of participant attitudes. The use of a self-report instrument also increases the
likelihood for responses based on social desirability. Also, there are several fields related to
counseling, such as psychology, school psychology, and social work, but this study does not pull
potential participants from other national organizations related to these fields. Another limitation
of this study was the external validity, as this study will survey only counseling professionals
who are members of ACA; therefore, the results are not generalizable to other counseling
professionals. Also, this was a correlational study and no causal relationships were made from
the collected data. Therefore, internal validity of the study was low.
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Missing Data
Some participants’ surveys were incomplete when submitted. If items were missing in
various sections, for any one participant, the use of that section was determined based on the
previously stated completed responses (e.g. for the attitudes toward DCS section, respondents
must complete 10 out of 14 items). If a completed survey was missing more than 14
(approximately 40%) items or if more than one entire section was missing data then the entire
survey was discarded from the analysis. A total of seven surveys were discarded due to
incompleteness, leaving a total of 96 viable surveys.
Ethical Considerations
Participation in this study was voluntary. The consent was presented on the first page of
the survey and participants were informed that by continuing with the survey they agreed to
participate in the research study. The informed consent was displayed first on the questionnaire
so that participants must read it prior to the beginning of the questionnaire. They also
acknowledged their understanding of the informed consent by continuing with the study. The
informed consent contained information related to the purpose of this study, issues related to
confidentiality, and potential risks (see Appendix E). Identifying information of participants was
not collected, as the questionnaire was completed anonymously through Survey Monkey in order
to protect the identity of participants. Collected data was stored on an external hard drive and all
documents were password protected. Only the researcher had access to the external hard drive.
Participants also had the option of entering a drawing. The drawing entry was completely
voluntary and no personal information was stored. There were no anticipated risks to these
subjects.
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Study Outline
Chapter one presented information about the purpose of this study, the problem this study
intended to address, and the research questions intended to address the problem. Chapter two
discussed the relevant literature related to this study of DCS. Chapter three presented the
methods and procedures used for this study. The study will now move to chapter four which
presents the quantitative and qualitative results.
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Chapter 4: Results
The purpose of this study was to explore counseling professionals’ attitudes toward DCS,
their level of exposure to DCS, and their experience with DCS (use of technology in supervision)
in order to inform future research and potential practices. This chapter begins with detailed
quantitative statistical analyses of the data, which are presented in order of each research
question. These research questions are categorized by the expectations for practice identified in
the introduction. Following are the thematic results from the open-ended responses completed
by participants. All data were collected using the DCS Exploratory Questionnaire.
Research Questions Related to the Expectations for Practices
A. Practices for DCS should be specific to distance clinical supervision. This section
was addressed with the following research question.
Research question 1: What are counseling professionals’ attitudes toward proposed
practices for DCS? To address this research question participants were provided six questions
related to DCS proposed practices in which they were asked to rate on a scale from 1 (disagree)
to 5 (agree). Overall, it was found that participants support the presented practices for DCS. The
total mean response score for this subscale was 4.09 (95% CI: 3.9987, 4.1821). The majority of
participants agreed to some degree that there should be standards specific to DCS and that
supervisors should complete training specific to DCS (x̅ = 4.66). Half of the participants
believed it ok to conduct DCS between states. Many of the participants supported
videoconferencing as a form of “face-to-face” (in-person) supervision, while less than 15% of
them disagreed to some degree. Table 4 contains the mean response, standard deviation and
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95% confidence interval for each question. Please see Appendix F for frequencies and
percentages related to each question.
Table 4
Practices Subscale: Mean, Standard Deviation, and 95% Confidence Interval
Subscale Statement

M

95% CI

SD

Ok to conduct DCS between states

3.38

[3.11, 3.65]

1.32

Pseudonyms in DCS reduce confidentiality risks

3.75

[3.52, 3.98]

1.13

VC should be considered “face-to-face”

3.88

[3.65, 4.12]

1.16

DCS to follow same ethical standards as traditional

4.38

[4.19, 4.57]

.947

Supervisors need to complete DCS specific training

4.46

[4.28, 4.65]

.91

Standards specific to DCS should exist

4.66

[4.55, 4.77]

.54

Total Mean Response Score

4.09

[4.00, 4.18]

.45

Note. The statements are summarized from the originals. The results are sorted in order from the
lowest mean to the largest mean; M = mean; SD = standard deviation; CI = confidence interval
B. Practices for DCS should consider concerns stated among the profession about
distance clinical supervision. This section was addressed with the following research
questions.
Research question 2: What are counseling professionals’ attitudes toward DCS? To
address this research question participants were provided 14 statements related to DCS and were
asked to rate each item on a scale from 1 (disagree) to 5 (agree). The total mean response score
for the attitudes subscale was 3.56 (95% CI [3.44, 3.75]), indicating that overall participants had
a somewhat positive attitude toward DCS. Many of the participants showed interest in learning
[more] about DCS, as well as an interest in using DCS in the future. Many participants (80.2%)
believe DCS is a serious form of supervision, but only 75% of participants believe to some
degree that DCS is a valid form of supervision. The difference between these two statements is
the change in the frequency of those that were undecided. Interestingly, the number of
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participants who believe that DCS should not be taken seriously and is not a valid form of
supervision did not change (7.3%).
On average, participants believed DCS to be as effective as conventional in-person
methods, but most participants expressed concern (score of 2 or lower) about crisis management
in DCS and many were undecided (score of 3). Although there was mixed report about concern
for confidentiality during DCS (x̅ = 3.06), overall, participants did not believe DCS to be a
liability. Many participants expressed apprehension about the effects of supervisee/supervisor
technological skills on the success of DCS and several were undecided. Participants agreed most
that DCS is an ethical form of supervision. Table 5 describes the means, standard deviations, and
95% confidence intervals in this subscale. Please see Appendix G for the detailed frequencies
and percentages associated with each statement.
Research question 3: What is the relationship between use of DCS methods and attitudes
towards DCS? To address this research question a point-biserial correlation was completed to
determine the relationship between participants’ history of DCS use and their attitudes toward
DCS. Based on the indicated statistical analysis, there was a moderate, negative correlation
between the two variables (r = -.39, n = 92) (Cohen, Cohen, West, & Aiken, 2003, p. 52). The
coefficient of determination was .15, indicating that only 14.9% of the variance can be explained
by the relationship between the variables. The results were found to be statistically significant (p
< .001). Although the correlation was moderate, the results were statistically significant, which
suggests that there is a moderate, negative correlation between participants’ attitudes toward
DCS and whether or not they have used DCS in the past. Meaning that individuals who have
used DCS may experience a lower positive attitude toward DCS and that those who have not
used DCS may experience a higher positive attitude toward DCS.
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Table 5
Attitudes Subscale: Mean, Median, Standard Deviation, and 95% Confidence Interval
Subscale statement

M

Median

95% CI

SD

Concerned about crisis management*

2.72

2.50

[2.45, 2.99]

1.31

Worried that technology skills will effect

2.94

2.00

[2.68, 3.20]

1.27

Concerned about quality of supervision in DCS*

3.03

3.00

[2.75, 3.32]

1.40

Concerned about confidentiality during DCS*

3.06

3.00

[2.77, 3.35]

1.43

DCS is just as good as conventional supervision

3.19

3.00

[2.94, 3.43]

1.22

Believe DCS just as effective as conventional

3.34

4.00

[3.10, 3.58]

1.18

Interested in using DCS

3.63

4.00

[3.38, 3.88]

1.21

Supervisory relationship can’t be built with

3.74

4.00

[3.50, 3.98]

1.20

Fear DCS will replace traditional supervision*

3.79

4.00

[3.55, 4.03]

1.20

Interested in learning [more] about DCS

3.83

4.00

[3.60, 4.06]

1.12

Believe DCS is valid form of supervision

4.14

4.00

[3.93, 4.34]

.99

DCS is a liability and shouldn’t be conducted*

4.22

5.00

[4.02, 4.42]

.99

DCS cannot be taken seriously*

4.32

5.00

[4.12, 4.52]

.99

DCS is unethical*

4.50

5.00

[4.35, 4.65]

.75

Total Mean Response Score

3.60

3.57

[3.44, 3.75]

.76

success*

DCS*

Note. *Items required reverse scoring therefore a higher number indicates disagreement where
as a lower number indicates agreement; The statements are summarized from the originals; The
results are sorted in order from the lowest mean to the largest mean; M = mean; SD = standard
deviation; CI = confidence interval
Research question 4: What is the direction and strength of the relationship between
attitudes towards DCS and participant exposure? To address this research question participants’
average responses for the attitudes subscale and the exposure subscale were compared using
Spearman’s rho correlation statistic, due to skewness in data. Based on the statistical analysis,
there is a weak, positive correlation between participants’ attitudes and exposure (ρ= .21, n = 91)
(Cohen, Cohen, West, & Aiken, 2003, p. 52). However, the results were not found to be
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statistically significant (p = .05). The coefficient of determination was .042; indicating very little
variation in scores can be explained by the relationship between the two variables. Therefore,
there appears to be no statistically significant correlation between the participants’ attitudes
toward DCS and their level of exposure to DCS.
C. Practices for DCS should offer guidance in selection of appropriate technology
for distance clinical supervision. This section was addressed with the following research
questions.
Research question 5: What methods of communication are most frequently utilized
among those using DCS? To address this research question participants were first asked if they
have ever or are currently using DCS for purposes of supervision sessions. If participants
answered no, they were diverted from this section to the following. If participants answered yes,
they were asked a series of questions related to their use of DCS methods. A total of 37
participants (38.5%) were used in the final results (missing: 59 participants who denied use of
DCS).
The first question asked how often DCS was used with a supervisee/supervisor. The
majority of respondents reported using DCS either periodically (15) or every session (17) (see
Figure 2 on page 59 for further detail on frequency of use). The second question in this section
asked participants about their preferred method of DCS. Many participants (21) reported a
preference for videoconferencing during DCS and several others (12) reported a preference for
telephone sessions. Few respondents selected email (2), blogs (1), and chat rooms (1). There
were additional options for text messages and other; however, no respondents selected these
methods (see Figure 3 for the frequency of DCS Methods on page 60).
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A total of 6 questions were used for the remaining of this subscale. The participants were
asked to pick a frequency closest to how often they used each method for DCS sessions. For
email, video conferencing, and text messages only 36 respondents were used due to missing data
and for blogs, telephone calls, and chat rooms only 35 respondents were used due to missing
data. Many participants have used email infrequently or never for DCS sessions and 97.1% of
the respondents have never used a blog for purposes of supervision. Participants have more
frequently used telephone calls for DCS sessions than any other method. Videoconferencing was
found to be the highest preferred method for supervision, however, many of respondents have
never used it for DCS and only 25% of participants have used it 100% of the time. The majority
of participants reported never utilizing chat rooms for DCS sessions and few reported using text
messages for DCS sessions (see Figure 4 on page 60 for graphic representation and further
detail). Appendix H contains frequency tables for each question asked in the questionnaire
related to methods of DCS.

Frequency of Sessions
18
16
14
12
10
8

Frequency of Methods

6
4
2
0
Emergency
situations

Periodically

Every other
session

Every session

Figure 2. Frequency of Distance Clinical Supervision (DCS) Sessions. This figure illustrates
how often participants utilized DCS for supervision sessions.

60

Email
Blog
Telephone
Chat Room
Videoconferencing

Figure 3. Frequency of Distance Clinical Supervision (DCS) Methods. This figure illustrates the
frequency of different types of methods participants have used for DCS sessions.

Text messages
Chat rooms
100% (every session)
Videoconferencing

75% (regularly)
50% (periodically)

Telephone calls

25% (infrequently)
0% (never)

Blogs
Email
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Figure 4. Frequency of Distance Clinical Supervision (DCS) use by method. This figure
illustrates the frequency of use by each method.
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Research question 6: What is the relationship between participant exposure level of DCS
and the use of DCS methods? A point-biserial correlation analysis was used to determine the
relationship between participants’ history of DCS use and their exposure to DCS. The statistical
analysis used indicated a negative, weak relationship between the two variables (r = -.23).
However, the results were statistically significant at the 0.05 level (p < .05). The coefficient of
determination was .053. Therefore, the results are considered to be statistically significant,
indicating a weak, negative relationship between the level of participant exposure to DCS and
whether or not they have used DCS in the past. Table 8 is a depiction of the statistical results.
Research question 7: In what ways are counseling professionals being exposed to DCS?
To address this research question participants were provided 9 statements related to different
experiences that would expose them to DCS. They were asked to rate each item on a 4-point
scale from (1= insufficiently or not at all; 2= minimally or enough to recognize the topic; 3=
reasonably or enough to converse about the topic; 4= exceedingly or enough to educate others
about the topic). Overall, participants have been minimally exposed to DCS. The total mean
response score for the exposure subscale was 1.61, indicating that a large number of participants
have less than or equal to minimal exposure to DCS (1.89 = 75th percentile, 2.33 = 90th
percentile). Participants reported limited exposure to DCS or DCS theory in graduate school.
Participants indicated minimal exposure to DCS through reading peer-reviewed journal articles.
The majority of participants (92.7%) indicated they have not conducted research related to DCS.
On average, participants have not attended workshops/information sessions on the topic of DCS,
nor training specific to DCS.
Participants reported minimal exposed to the ACA ethical guidelines related to DCS and
a total of 95.8% of participants reported being members of ACA. With regard to the NBCC
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ethical guidelines for DCS, participants reported being insufficiently or minimally exposed.
However, only 4.2% of participants reported being members of the NBCC. Please see Table 9
for the means, standard deviations, and 95% CI for detailed subscale information. Please see
Appendix I for the frequencies and percentages related to each exposure statement.
Table 6
Exposure Subscale: Mean, Median, Standard Deviation, and 95% Confidence Interval
Subscale Statement

M

Median

95% CI

SD

Conducted research studies about DCS

1.11

1.00

[1.02, 1.21]

.46

Attended workshops on the topic of DCS

1.22

1.00

[1.11, 1.33]

.53

Attended training specific to DCS

1.29

1.00

[1.17, 1.42]

.61

Learned about theories related to DCS

1.42

1.00

[1.27, 1.57]

.74

Learned about DCS in graduate school

1.77

2.00

[1.58, 1.96]

.92

Read NBCC ethical guidelines on DCS

1.71

1.00

[1.51, 1.91]

.99

Read peer-reviewed journal articles on DCS

1.78

2.00

[1.61, 1.95]

.85

Difference between asynch/synch methods of DCS 2.05

2.00

[1.82, 2.29]

1.16

Read the ACA ethical guidelines on DCS

2.17

2.00

[1.96, 2.38]

1.02

Total Mean Response Score

1.61

1.44

[1.51, 1.71]

.50

Note. The statements are summarized from the originals; the results are sorted in order from the
lowest mean to the largest mean; M = mean; SD = standard deviation; CI = confidence interval
Open-ended Responses for the DCS Exploratory Questionnaire
In the questionnaire, there were four opportunities for participants to respond freely to the
questions presented. Participant responses are organized below based on themes found through
the use of coding for each question. The responses were grouped based on general themes found
and then further sorted into subthemes. Two categories were identified in this analysis: (1)
potential benefits and (2) concerns. Within these categories, 8 major themes were present. Each
major theme had at least two subthemes. The themes and subthemes are described below and
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divided into categories. The open-ended questions are presented below, followed by the themes
and subthemes identified through thematic analysis.
A. What benefits do you expect or have experienced with the use of distance clinical
supervision?
B. What concerns do you have about distance clinical supervision?
C. Briefly describe your experience with distance clinical supervision.
D. Additional comments
Concerns. This category was determined based on four major themes: quality,
responsibility, acceptance, and appropriateness. These four themes focus on participants’ reports
about concerns about the implementation of DCS. These concerns are representative of both
individuals who have used DCS and those who have not used DCS. Several subthemes were
identified within each major theme in this category, such as reliability of technology,
distractibility, standards, and immediate access. These subthemes are described using participant
open-ended responses. Figure 5 on page 65 is a graphic representation of the major themes and
subthemes identified.
Quality. This theme consisted of four subthemes: reliability of technology, non-verbals,
student growth, and personal connection. Many participants reported concerns about the quality
of DCS. Several participants noted the unreliability of technology and the tendency for
technology failure. Among those that stated this concerns were individuals who have used and
who have not used DCS.
Occasional weak connection, which meant we had to repeat ourselves.
Concerned about technology failure.
Connection dropped periodically.
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Internet connections not always reliable.
Poor connectivity could lead to difficult learning.
Another concern about the quality of supervision was focused on the lack of non-verbal
communication.
Not able to read body language.
Missing nonverbal, missing presence of supervisor in room.
Lack of body language.
Interpersonal nuances of supervisee are difficult to learn.
The third subtheme identified was related to the personal connection between supervisee,
supervisor, and possibly peers and how DCS could affect rapport.
Concerned about having less connection than we would have with in-person.
No personal touch and not sure of outcome.
Human space sharing disconnected.
Sometimes personal connection can be lost a little.
The final subtheme identified among participant responses as related to the quality of DCS was
ability to measure student growth while using DCS.
Fear that DCS will not be sufficient to determine if an intern is competent.
Reliability and effects of on adequate supervision
The quality of supervision experience.
Not getting accurate feedback or sense of competency.
Miscommunication.
Viewing live data.
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The theme of quality is based on concerns participants had regarding different degrees of
DCS quality. These subthemes demonstrate several topics that define the quality of DCS, such
as the ability to measure student growth based on the supervision experience, technological
issues that occur when using distance methods, whether or not a supervisor can read and
recognize supervisee non-verbal communications, and whether or not a personal connection can
be established remotely. All of the subthemes contribute to whether or not DCS can be a quality
method for providing clinical supervision.
Reliability of Technology
Non-verbals
Student Growth
Personal Connection
Quality

Responsibility

Concerns
Acceptance

Crisis
Supervisor/Supervisee
Ethics
Distractibility

Laws & Rules
Willingness
Standards
Efficacy

Appropriateness
Immediacy
Confidentiality
Novice Counselors

Figure 5. Concern themes and subthemes. This figure illustrates the themes and subthemes
identified in the category of concerns. There are 4 major themes and multiple subthemes.
Responsibility. This theme consisted of four subthemes: crisis, supervisor/supervisee,
ethics, and distractibility. Many participants identified a variety of concerns related to
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accountability and responsibility that were related primarily to the use of DCS. This included the
general functioning of supervision, such as what would be described in a supervision contract (a
signed acknowledgment of the agreed upon supervision guidelines for a supervisor and
supervisee). For example, participants voiced concerns about the management of crisis
situations and where the responsibility fell to manage these issues.
Availability during crisis situations.
Emergency with client or difficult client.
Concern about distance in case of crisis situation.
Crisis management.
Participants also communicated concern about the responsibility that supervisors and supervisees
have when using distance methods to conduct supervision. For example, identifying specific
protocol that should be discussed prior to beginning a supervisory relationship and establishing
means for identifying the individual with whom one is working.
Should recognize commitment that DCS is and takes from both parties.
Concerned about reaching supervisor when needed.
Not knowing if you are speaking directly to the intended person.
Therapists may minimize or exaggerate professional need.
Liability of supervisor to recognize and correct inappropriate or unethical
behavior from supervisee.
Had to be cut short sometimes.
Also related to the theme responsibility of supervisors/supervisees was the subtheme about
ethics. Participants identified a specific concern for ethics related to DCS. These issues ranged
from general ethics of the profession to personal ethics and accountability.
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Liability, ethical guidelines.
Inaccurate tally of clinical supervision hours received or provided.
Supervisor has to trust that the supervisee is giving all the info
Ethical issues.
Another responsibility concern associated with using DCS is that of distractibility. Because
individuals are removed from the physical space that constitutes traditional supervision sessions,
it may be more likely for distractions to happen. Some individuals that voiced concern about this
possibility have used some form of DCS, however, some individuals have never used DCS.
Therefore, it appears that individuals recognize possibility of distractibility despite DCS
experience.
Appeared to be distracted by what was going on at the house/office.
Some people took advantage and didn’t focus on the task at hand.
Potential lack of focus by either supervisor or supervisee.
Concerned about multi-tasking (from supervisor); not being fully focused on
conversation.
Potential distractions.
The theme of responsibility is based on participant responses that were associated with
accountability and responsibility. Some of these concerns were specific to the ethics of
supervision, such as following the field’s ethical guidelines related to honesty and accountability.
Some of the responses identified the need for responsibility from the supervisor and supervisee
in establishing protocol. Other responsibility concerns were related to the actual act of
conducting supervision and ensuring minimal distractions when working with a supervisor or
supervisee. All of these subthemes contribute to the concern for responsibility in using DCS.
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Acceptance. This major theme described the concern for acceptance of DCS among the
profession and licensing bodies. Four subthemes were identified within the theme of acceptance:
laws and rules, willingness, efficacy, and standards. There were many participant comments
related to the acceptance of DCS. The concern for acceptance ranged from within the profession
to governing bodies, as well as opinions related to efficacy. One of the subthemes associated
with acceptance was laws and rules, a theme that contained concerns related to acceptance by
governing bodies and licensing boards.
Confidentiality rules across state lines.
Meeting state requirements.
HIPAA compliance.
State laws are different across boarders.
Laws and regulations being congruent with home state.
Whether the board will accept this as an appropriate form of distance clinical
supervision.
Various ethical and legal implications, especially regarding certification to
supervise across states.
The second subtheme, willingness, highlighted concerns about supervisors’ willingness to
conduct DCS with supervisees.
Finding a supervisor who is willing to use DCS.
Lack of willingness to from those in the field for clinical supervision.
Participants’ responses indicated a third subtheme of standards. This subtheme focused on the
standards (ethics, training, and guidelines) that revolve around use of DCS and contain several
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aspects such as required training, level of standards compared to in-person supervision, and
perceived success with guidelines.
DCS is coming into practice and can be successful with guidelines in place for all
parties involved.
Should require the same degree of training and ethical standards as in-person
supervision.
Supervisors using DCS should be trained, have experience, and ability to explain
technology to students.
Think that the standards for DCS should be higher than conventional methods.
The final subtheme identified was efficacy. This subtheme was categorized using various
participant responses that indicated participant’s experiences and opinions toward DCS.
Examples of positive experiences are provided below.
DCS is a viable method of supervision.
Positive experience, highly recommend it; viable option.
As nontraditional student, DCS is what allowed me to earn my degree.
Useful in many ways- very positive for supervisee and interesting and challenging
for supervisors.
Felt like [I] had supervisor’s full attention on phone rather than he being pulled
in several directions in person.
Utilized video; fantastic experience, worked out all the documentation, etc. prior
and grateful for having acccess to highly qualified supervisor.
Outside technical issues, the experience was good; lacks personal aspects.
Created high independence.
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Meaningful, affordable, and time manageable method of receiving supervision.
Was able to see others; just as good if not better than face-to-face.
Surprised at how effective it has been; think it is working really well.
Valid and helpful modality.
There were few negative reviews reported. Examples of those responses are provided below.
These comments came from individuals whom have used DCS, as well as those who have not
used DCS.
Do not believe that distance supervision is good for the profession.
Felt like not getting as much out of peers.
Difficult to maintain connection when the video/audio would go out.
Extremely difficult to focus.
Group supervision- could barely hear peers or teacher.
There were also some individuals who voiced preference for traditional, in-person supervision,
but did not comment on the efficacy of DCS. These comments are important because they
demonstrate a preference for supervision methods, which reiterates the choice in supervision
modality that exists.
Interested in hybrid- enjoy face-to-face contact.
More inclined to do face-to-face, read nonverbal more readily.
Would not choose distance unless there was some extraneous circumstance only
because I prefer in person and it is available to me.
Prefer in person communication.
The theme of acceptance was coded by various participant responses that indicated some
sort of concern associated with acceptance by those in the profession or licensing boards.
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Several subthemes were relevant within this theme such as standards for DCS, the efficacy of
DCS, the willingness by professional to accept and use DCS, as well as laws and rules associated
with DCS, particularly across state lines. All of these subthemes contribute to the acceptance of
DCS.
Appropriateness. The final theme identified within the concerns category was
appropriateness. This theme contained three subthemes that identified concerns related to the
appropriateness of DCS within mental health and related fields. These subthemes were
immediacy, novice counselors, and confidentiality. The first subtheme of confidentiality related
to the concerns participants had about the confidentiality of clients while using DCS.
Conversation confidentiality.
Security breaches with technology.
Security related to web or Skype chat.
Internet security and privacy concerns.
Both parties need to be aware of confidentiality related to the use of technology.
Will take time before perfected but I think it leaves confidentiality open as even
with video counseling you cannot [know] who is around.
The second subtheme identified among participant responses was immediacy. Immediacy
corresponds to responses about immediate access to supervisors and immediate modalities of
supervision such as live supervision (in which a supervisor observes a supervisee and provides
immediate feedback about the counseling session).
Do not have immediate access to supervisor.
Inability to have truly “live real time” observation.
Lack of immediacy.
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The final subtheme was novice counselors. A few participants voiced concern about the use of
DCS with novice counselors (those just beginning in the profession such as master’s level
students). These responses were not specific to those whom have used DCS for supervision
sessions.
Don’t believe effective for newer counselors (working on license or straight out of
school).
Believe not appropriate for beginning therapists, as part of the supervision, is an
internalization of the supervisor’s presence in the room.
Although appropriateness was a less identified theme in the concern category, there was,
at a minimum, identification of 2 or more participants who identified some concern for the
appropriateness of DCS. The category of concern had four major themes: quality, responsibility,
acceptance, and appropriateness. The quality theme identified concerns associated with the
ability to read non-verbal cues from supervisees, the reliability of technology, student growth,
and the supervisory relationship. The responsibility theme contained concerns about crisis
situations, ethics, and distractibility during DCS, and supervisor/supervisee responsibilities for
developing protocol for supervision. In the acceptance theme, participants reported concern
about law and rules between states, willingness to use DCS from professionals in the field,
standards for DCS, and the efficacy of DCS. Finally, the appropriateness theme identified
concerns related to immediacy, confidentiality, and use of DCS with new professionals.
Potential Benefits. This category was determined based on four major themes:
convenience, choice of supervisor, frequency, and professional growth. These four themes focus
on participants’ reports about the potential benefits with the implementation of DCS. These
benefits are representative of both individuals who have used and those who have not used DCS.
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Several subthemes were identified within the major themes of this category, such as flexibility,
competent supervisors, rural areas, and consistency. These subthemes are described using
participant open-ended responses. Figure 6 is a diagram of the themes and subthemes identified
in this category.

Convenience

Choice of Supervisor

Flexibility
Accessibility
Travel

Broader choice
Experienced
Rural

Potential Benefits
Frequency
Consistency
Immediacy

Professional Growth
Diversity
Reflective
Independence

Figure 6. Potential Benefits themes and subthemes. This figure illustrates the themes and
subthemes identified in the category of potential benefits. There are 4 major themes and
multiple subthemes.
Convenience. The first theme identified within the category of potential benefits was
convenience. Many participants believed DCS could create flexibility within supervision,
reduced travel expenses and time, as well as provided accessibility to supervisors. These
subthemes are identified below using related participant responses.
Makes it easier to communicate with supervisor under time constraints.
Time and availability.
Flexibility of scheduling.

74
Convenience, ability to budget time, can do DCS from anywhere.
Convenience of not having to meet in person; living in busy area and avoiding
hour of traffic.
Flexibility, no travel.
Gain supervision during week from comfort of home office.
Working mom without full time daycare; Skype allowed later meetings without
having to be out late.
Expect benefits of having easier access through phone and email.
Scheduling is generally easier.
This mode may present a more convenient way for counselors and clinical
supervisors to connect regularly.
The convenience theme was based on participant responses related to the flexibility of
scheduling, modality of supervision, and commuting. Participants also discussed potential
benefits of reduced costs and time when using DCS and noted more accessibility to supervisors
because of easier scheduling. These subthemes define the major theme of convenience as a
potential benefit to using DCS.
Choice of supervisor. This major theme contained three subthemes: broader choice,
experienced supervisors, and rural. The first subtheme, broader choice, indicated the potential
benefit of having access to a broader choice of supervisors, as well as the ability to find
supervision more readily.
Can have supervisor of choice no matter where they live.
Greater access to pool of supervisors.
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Being able to have supervisor that I wanted and familiar with, rather than
random supervisor.
More options for choosing supervisor (current supervisor is more than 40 miles
away).
Supervisors may be more apt to offer services if DCS were an option.
Increase in diversity of supervisors, networking.
Increased availability for clinical supervision (in VA supervisees have to wait
because there is a cap on how many supervisees one can take).
The second subtheme discussed the access to choice of supervisors who were more experienced,
qualified, or competent.
Afforded me exposure to supervision from masters in the field, that would
otherwise [would] not [have] been possible.
Overcomes logistical challenges of working with experts in the field.
Access to competent and qualified psychologist for supervision (otherwise
unavailable).
Ability to find suitable/certified supervisor in area.
Using appropriate supervisor when none are available locally.
Potentially having more supervisors to choose from, perhaps more qualified
supervisor.
The final subtheme identified in this theme was rural, in which participants explored potential
benefits of DCS for those in rural areas.
Availability in rural communities and in crisis/emergency situations.
People who do not live near supervisor can still receive supervision.
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Allows for supervision and completion of degree even though located far from
campus.
Broader opportunities to work with supervisor in rural areas.
Perhaps for interns in rural areas.
Great benefit for those who don’t have a supervisor near them and can utilize the
phone, Skype, or FaceTime.
The theme of choice for supervisor contains many facets, such as the benefit of choosing a more
qualified supervisor, being able to access more supervisors when one is not available locally, and
reaching supervisees in rural areas. These make up the theme of choice of supervisor and
describe potential benefits to using DCS.
Frequency. Another major theme identified within participant responses was frequency.
Frequency describes potential benefits of DCS such as consistency of supervision, immediate
access to supervisor, and spontaneity of supervision. Consistency of supervision is the first
subtheme and indicates the ability of DCS to provide more consist supervision sessions.
Allows distance students to have group supervision on weekly basis.
Consistency of supervision.
Having standing appointment for supervision (supervisor at different site with
scheduled time would prevent supervision from being postponed or moved).
More interaction with my supervisor.
Timely review of clinical issues.
Another subtheme within frequency of supervision is immediacy. Immediacy describes the
potential benefits of having immediate access to supervisors, the ability to meet more
spontaneously when the need arises and for emergency purposes.
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May be able to communicate more frequently than once per week.
More immediate contact with supervisee and supervisor.
For emergencies.
Supervision can happen more spontaneously if needed.
Great tool for emergencies to obtain supervision.
Immediate.
The theme of frequency represented participant responses about access to supervisors when the
need arose, specifically when dealing with an emergency or difficult client and working through
issues in a more timely manner.

Frequency of supervision entails providing regular supervision

sessions to supervisees and having standing appointments in order to increase availability and
access. These indicate another potential benefit of DCS.
Professional growth. This theme indicated the potential benefit of professional growth in
those supervisees who use DCS. Some of these included hearing more diverse opinions about
counseling topics, providing opportunity for independence, and allowing more time to reflect on
feedback. The statements below describe some of the subthemes identified within the theme of
professional growth.
Tends to reinforce self dependence [independence].
Opportunity to process experiences and gain information to increase knowledge.
Peer support.
Support confidence in dealing with the client, more insight, understanding, and
integration.
Supervisees are more reflective and verbal.
Benefit of other people’s experiences.
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Able to hear more diverse opinions from different areas.
This theme identified potential benefits of DCS as related to professional growth in novice
counselors. Many of these responses were from individuals who have experience using some
form of DCS.
The category of potential benefits was indicated through four major themes: convenience,
choice of supervisor, frequency of supervision, and professional growth. Participant responses
and subthemes consisted of ideas about flexibility, limited travel, accessibility to supervisors,
broader choice in supervisors, and consistency of supervision. Participants also reported a sense
of independence and growth from using DCS. Others indicated a desire for more immediate
access to their supervisor, particularly as it related to crisis/emergency situations. All subthemes
indicated some sort of potential benefit to using DCS.
In addition to the identified themes, participants also indicated which type of modalities
they have used when conducting DCS. Participant level of experience ranged from master’s
level intern to licensed individuals seeking specific certifications. For example, some
participants reported using DCS while he or she was a state registered intern, only while on
vacation, or for EMDR supervision (a specialization certification). Below are a few examples of
participant responses.
For play therapist certification.
Used only when supervisor was on vacation or not available in office for regular
sessions.
Two semesters as student in MA level internship (moved out of state prior to
completion).
Supervision for licensure of state registered interns.
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There was also a range in the type of modality for DCS. Many sessions were conducted using
either the telephone or videoconferencing and few people reported using email or chat rooms.
Phone calls during practicum and internship.
Googe hangouts for didactic and individual supervision.
Skype when unable to meet in person.
Supervision through my university is offered weekly through videoconferencing.
Email w/ face-to-face supervision sessions; texting in urgent situations.
Participants were given four opportunities to comment on specific questions during the
survey. The questions were open-ended questions that asked about benefits, concerns, and
experiences associated with DCS. Several themes were identified after coding participant
responses. Responses were coded into two categories: potential benefits and concerns. Four
major themes were analyzed in each of the categories. In potential benefits, themes of
convenience, choice of supervisor, frequency of supervision, and professional growth were
identified and several subthemes existed in each one. Some of these subthemes discussed the
potential for a broader choice in supervisors, more accessibility to supervisors, flexibility in
scheduling, and a decrease in cost and time related to travel. Within concerns, major themes
identified were quality, responsibility, acceptance, and appropriateness. Each of these contained
several subthemes, such as reliability of technology, personal connection between supervisor and
supervisee, confidentiality issues related to technology use, distractibility during DCS, ethical
concerns, and the responsibility of the supervisee and supervisor to ensure appropriate use of
DCS and development of protocol for supervision.
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Study Outline
Chapter one presented information about the purpose of this study, the problem this study
intends to address, and the planned research questions intended to address the problem. Chapter
two discussed the relevant literature related to this study of DCS. Chapter three presented the
methods and procedures for this study. Finally, chapter four described the statistical results
obtained using the quantitative data collected, as well as a thematic analysis of open-ended
responses. The study will now present chapter five which summarizes, interprets, and concludes
the study procedures and results.
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Chapter 5: Discussion
This chapter summarizes and concludes the information in this study. The first section is
a brief summary of the introduction, literature review, methods, and results presented previously.
The second section is an interpretation of the results that includes a comparison of research
results to previous literature. Next is the conclusion, focusing on implications for the study. The
final section contains suggestions for future research.
Summary
Clinical supervision is the signature pedagogy for counselor education and has been
traditionally completed in-person. However, advancements in technology have created
opportunity for clinical supervision to occur remotely and for educators and supervisors to
develop effective distance clinical supervision strategies. Although distance supervision is not a
novel practice, there is a sparse amount of literature related to the adequacy and practices of DCS
(Chapman et al., 2011; Conn et al., 2009; & Gammon et al., 1998). If DCS is to be considered
an effective method of clinical supervision, the literature and research may need to be expanded.
There may be benefits to using distance methods for supervision, such as increased session
frequency, ability to reach rural students, and flexibility in scheduling. Although benefits may
exist there is also potential for risks when conducting DCS. Some of these potential risks
include a breech in confidentiality due to hacking or a supervisee/supervisor not utilizing DCS
appropriately (Conn et al., 2009; Kanz, 2001; McAdams & Wyatt, 2010; Orr, 2010).
The purpose of the study was to identify counselors’ the attitudes toward DCS, analyze
relationships between the variables and explore trends in DCS as a way to inform future studies
and the development of DCS. Exploration was important because there is a limited amount of
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research literature related to DCS (Blackmore et al., 2008; Coursol, 2004; Orr, 2010). However,
this topic appears to be moderately utilized (Orr, 2010). In this study, the majority of individuals
had insufficient exposure to DCS through coursework, workshops, and literature, as well as other
methods.
The literature related to distance clinical supervision in counselor education is sparse.
However, some studies have been conducted associated with various methods for DCS. In the
literature, five major concerns related to employing DCS were identified among the profession:
confidentiality, supervisory and peer relationships, nonverbal cues, crisis management, and
technology skills (Conn et al., 2009; Kanz, 2001; McAdams & Wyatt, 2010; Orr, 2010; Vaccaro
& Lambie, 2007). Confidentiality is a significant part of therapy; it can allow the client to feel
safe in sharing information. It is perceived that DCS could potentially put confidentiality at risk
due to things like remote hacking. However, with the use of encrypted software, awareness of
limitations, and protocol for supervision sessions, it may be possible to reduce risks associated
with confidentiality. Another concern was for the establishment of a supervisory relationship
and that a quality relationship cannot be built over the Internet or without in-person contact.
Some researchers have found that students were comfortable in forming relationships remotely
and students often displayed decreased self-consciousness, increased verbalization, and became
more assertive (Gammon, et al., 1998; Olson et al., 2002; Perry, 2012). Although DCS may not
be for all students, it may be beneficial for others.
A lack of non-verbal communication is another concern found frequently in existing
literature. Some professionals are concerned that important cues will be missed if the supervisee
cannot be seen or seen completely (Conn et al, 2009; Cummings, 2002; Gammon et al., 1998;
Kanz, 2001; McAdams & Wyatt, 2010; Orr, 2010; Vaccaro & Lambie, 2007).
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Videoconferencing allows for monitoring of these cues (Vaccaro & Lambie, 2007), which may
make it a viable option for conducting distance supervision in response to these concerns.
Another concern identified in the literature was management of crises related to supervisees’
ability to work with their clients in crisis. Kanz (2001) noted the concern for timely access to
supervisors when a crisis occurs, therefore, it may help to determine supervision protocol related
to crisis management prior to beginning supervision. Although mentioned less often,
technological skills were also listed as a concern in DCS. However, Blackmore and colleagues
(2008) found that technology skills were not actually a significant barrier to the student’s
learning and Byrne and Hartley (2010) found that supervisors reported students as typically
showing high levels of technological aptitude.
The American Counseling Association (ACA) and the National Board for Certified
Counselors (NBCC) suggest some current policy and ethics for DCS, but specific practices are
unclear. In traditional in-person supervision, these entities report that in clinical supervision the
supervisor’s role is ensuring client welfare, monitoring supervisee performance and professional
development, and evaluation of the supervisee, remediation, and gatekeeping (ACA, 2014,
section F, p. 12-15; ACES, 1990; NBCC, 2012-a, p. 2). In regard to DCS, the ACA Code of
Ethics (2014, p.13) contains a brief section (F.2.c) that states counselor supervisors must be
competent in the use of technology utilized during online supervision and are to “take necessary
precautions to protect confidentiality of all information transmitted through any electronic
means.” The NBCC also has a short description of ethics related to DCS, however, most
suggestions are related specifically to distance counseling rather than distance supervision. The
implementation of ethics related to DCS demonstrates progress in the acceptance and practice of
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distance supervision. However, there appears to be limited guidelines for specific practices in
distance clinical supervision.
Therefore, the purpose of this study was to explore trends in DCS in order to inform
future studies and development of DCS practices. This study examined counseling professionals
attitudes toward DCS, as well as their level of exposure to DCS. In addition, this study explored
what trends exist with DCS, such as which methods of communication supervisors and
supervisees are using the most frequently and which they prefer. This study’s development and
analysis were influenced by two counseling supervision theories: humanistic supervision theory
and developmental theory of supervision. This study was a quantitative, survey research design
in which an electronic questionnaire was created in Survey Monkey. The questionnaire had
several sections designed to address the following research questions:
A. Practices for DCS should be specific to distance clinical supervision
Research question 1: What are counseling professionals’ attitudes toward proposed
practices for DCS?
B. Practices for DCS should consider concerns stated among the profession about distance
clinical supervision
Research question 2: What are counseling professionals’ attitudes toward DCS?
Research question 3: What is the relationship between use of DCS methods and attitudes
towards DCS?
Research question 4: What is the direction and strength of the relationship between
attitudes towards DCS and participant exposure?
C. Practices for DCS should offer guidance in selection of appropriate technology for distance
clinical supervision
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Research question 5: What methods of communication are most frequently utilized
among those using DCS?
Research question 6: What is the relationship between participant exposure level of DCS
and the use of DCS methods?
Research question 7: In what ways are counseling professionals being exposed to DCS?
This study used both random and snowball sampling strategies, in which participants were asked
to forward the survey onto friends and peers in the profession. The initial participants were sent
mailed and electronic participation requests. The participant names and addresses were obtained
through a list purchased from the ACA, and the population for this study was ACA members.
Data collection occurred over a course of 6 weeks and a total of 96 surveys were used in the data
analyses.
Results from this study were used to address the proposed research questions. The
analysis showed that 39% of total participants have used DCS and participants prefer
videoconferencing for DCS sessions, while the telephone is more commonly used for sessions.
Overall, participants agreed with the practices proposed in the questionnaire. Two interesting
results were that more than half of participants (51%) believed it is ok to conduct DCS over state
lines and the average response (x̅ = 3.88) indicated participants believed videoconferencing
should be considered a form of “face-to-face” (in-person) supervision. With regard to general
attitudes toward DCS, the overall average (x̅ = 3.60) indicated participants reported a positive
attitude toward DCS. Participants disagreed most with the statement that DCS is unethical (x̅ =
4.50) and agreed most with the desire to learn more about DCS (x̅ = 4.14). On average,
participants do not see DCS as unethical and believe it to be a valid form of supervision.
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Overall, participants had been minimally exposed to DCS (x̅ = 1.61). The majority
(93.7%) of participants have never attended training specific to DCS nor learned about DCS (x̅ =
1.77) in graduate school. Results also indicated no statistically significant (p = .05) correlation
between the participants’ attitudes toward DCS and their level of exposure; therefore, more or
less exposure did not indicate a positive or negative attitude. However, a weak, negative
relationship (r = -.23, p < .05) was found between participants’ experience with DCS (history of
use) and their exposure to DCS; indicating that the more experience a participant had with DCS
the less they were exposed to it through means of trainings, education, or ethics. Also found was
a moderate, negative correlation (r = -.39, p < .001) between participants’ experience with DCS
(history of use) and their attitude towards DCS. Therefore, the more positive a participant’s
attitude toward DCS, the less experience they have had with it.
Interpretation of Results
This was an exploratory study with the purpose of identifying counselors’ attitudes
toward distance clinical supervision, the amount of exposure counselors have had to DCS, and
current trends in DCS as a way to inform the development of practices in DCS and future studies
in DCS. This interpretation of results was influenced by two theories, humanistic-experiential
supervision theory and developmental supervision theory. Humanistic supervision focuses on
the holistic growth of students, as well as fostering independence and peer relationships through
experiential learning (Bernard & Goodyear, 2014; Buhler 1971; Hall et al., 2010; Rogers, 1957).
In developmental supervision theory, the primary focus is the development and growth of
students through a sequence of stages; moving from less competent to more competent over time
(Everett et al., 2011; Stoltenberg, 2005). The synthesis of these two theories is reflected in the
interpretation and suggestions for future research. Due to the physical separation between
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students and supervisor, it may be important to promote self-exploration, collaboration between
peers, and focus on the holistic growth of each student. However, due to this physical separation
it may be somewhat more difficult to determine student growth. Recognizing the developmental
stages that novice counselors move through may help a supervisor to identify falsifications in
session.
Most of the survey contained quantitatively based questions in which participants chose
one response. One interesting result was how inadequately individuals in this study have been
exposed to DCS. As reflected in the results, most participants have not learned about DCS in
graduate school nor attended trainings related to DCS. Few participants have read about DCS in
peer-reviewed journals and many have not completely read the ethical guidelines presented by
ACA. Even more interesting was the weak, but negative correlation (r = -.23, p < .05) found
among those who have had experience using DCS. This would suggest that those individuals
who are using DCS have had less exposure to it through educational means (workshops, training,
school, journals, etc.).
The moderate, negative relationship (r = -.39, p < .001) between experience (history of
use) and attitudes also suggests that individuals whom have not used DCS may be more
optimistic about it. Considering the research studies reviewed (Blackmore et al., 2008; Chapman
et al., 2011; Conn et al., 2009; Coursol, 2004; Gammon et al., 1998) and qualitative data
collected in this study, this most likely does not mean that significant experience with DCS
results in participants having a negative attitude toward DCS, but perhaps they have a more
neutral view of its capabilities. For example, results for the open-ended responses in this survey
indicated a preference for in-person supervision, however, many noted positive experiences and
outcomes with DCS (acceptance, efficacy). Other open-ended responses reflected data found in
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the literature, such as concerns regarding using DCS for supervision sessions (Conn et al, 2009;
Cummings, 2002; Gammon et al., 1998; Kanz, 2001; McAdams & Wyatt, 2010; Orr, 2010;
Vaccaro & Lambie, 2007). The concerns identified in the literature were divided into major
themes and subthemes in the analysis for this study, such as the theme quality consisted of
several subthemes that have been also been found in the literature. For example, three of the
major concerns identified in the literature were reliability of technology (or technological skills
of supervisee/supervisor), nonverbal cues, and personal connection (or supervisory relationship)
(Conn et al., 2009; Cummings, 2002; McAdams & Wyatt, 2010; Orr, 2010). Participants also
identified other concerns (responsibility) found in the literature such as crisis management and
ethical issues.
Some new concerns were identified through this study. Distractibility (responsibility)
was indicated as a concern among this study’s participants. Although this study’s literature
review contained very recent articles, most of the research studies were conducted several years
prior. The time between studies may be a reason for this new concern. Over the last several
years more individuals have used distance methods of communication for personal reasons and
many more individuals have participated in other distance courses (Casey, 2008; DOE, 2014;
Queen, et al., 2011). This may have allowed individuals to have more experience with distance
methods even though they may have no experience with DCS. Another new concern was
identified within acceptance of DCS: laws/rules and willingness. This is perhaps due to
counseling professionals’ openness to DCS as a valid form of supervision (x̅ = 4.14). If
counseling professionals are more accepting of DCS, it is reasonable to believe they may begin
to be concerned about others’ openness to DCS, particularly state licensing boards.
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The theme responsibility defined two subthemes that have been briefly discussed in
previous literature, but not necessarily made clear: the responsibilities of the supervisor and
supervisee, as well as student growth. The subthemes identified included concerns about
verifying the supervisee’s identity, measuring progress, recognizing the commitment necessary
when using DCS, and defining roles and responsibilities within supervision. With in-person
supervision the supervisor is responsible for developing supervision protocol with the supervisee.
This includes developing a crisis intervention plan, setting supervision times and “office” hours,
and describing supervision characteristics and roles (evaluation and remediation). It is assumed
that DCS supervisors would be expected to maintain the same responsibilities, in order to
comply with CACREP standards for counselor education courses (Bernard & Goodyear, 2014;
CACREP, 2009). However, few, if any studies have described ways for implementing these
procedures when using DCS. This may be due to uncertainty that has lingered over distance
clinical supervision in counselor education, as described in some studies (Blackmore et al., 2008;
Trepal et al., 2007).
Participants also reported their attitudes toward a few suggestions practices for DCS. On
average participants believed it is ok to conduct DCS between states. The nature of DCS is a
remote connection, meaning that a supervisee or supervisor could hypothetically be located
anywhere- even internationally. While half of the participants agreed it was ok to conduct DCS
over state lines, almost of quarter of them were undecided (22.9%) or disagreed (26.1%). This
statement did not included international supervision sessions. The average participant also
believed videoconferencing should be considered face-to-face, but 14.6% of participants
disagreed. Therefore, there appears to be a need for clearer laws and rules associated with
distance clinical supervision, particularly within and between states.
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This study explored counseling professionals’ experiences with DCS, attitudes toward
DCS, and exposure level. The intent was to gather data that would inform future studies and
current practices. This study identified some weak and moderate correlations, such as
experiences in using DCS and the relationship to exposure and attitudes. This study also
identified themes within the open-ended response data and new concerns among the profession.
It is hopeful that this study’s results can be used to influence future research studies, as well as
aid in creating successful practices that are consistent with counseling professionals’ beliefs and
concerns.
Conclusion
Many items were identified in this study for counseling professionals to consider.
Suggestions in this study are influenced by humanistic and developmental theories. The first
thing to consider is the extremely low level of exposure clinicians have had to DCS. Although
DCS may not be the typical procedure for supervision, it is occurring and individuals including
those who appear to have little exposure are using DCS for supervision sessions. It may be
beneficial for counselor educators to implement the topic of DCS into discussions related to
ethics and perhaps theory (Blackmore et al., 2008). It may also be beneficial to apply forms of
DCS, such as videoconferencing, to different aspects of courses so that students may experience
using distance methods, even for means of asking questions related to assignments (although
actual case conferencing would be preferable). Although DCS is a form of traditional
supervision, there are several nuances that make it different and these differences may influence
the success of supervision. Therefore, clinicians are strongly encouraged to read peer-reviewed
articles or attend conference discussions related to the use of DCS before beginning DCS
sessions.
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There are some things that may increase the quality of DCS, such as choosing appropriate
technology and developing a strong supervisory relationship. Videoconferencing may be a good
way to increase the ability of observing nonverbal cues (Vaccaro & Lambie, 2007). This may
help in identifying supervisees’ emotional state and attitude due to the visual ability when using
videoconferening. The literature reviewed, as well as the study’s results identified concerns for
the reliability of technology (Chapman et al., 2011; Cummings 2002; Vaccaro & Lambie, 2007).
It may be helpful if DCS supervisors develop a process and back-up plan in case technology
failures are experienced. This could include a 2-3 minute waiting window before attempting to
reconnect and using the telephone in the case of complete reconnect failure.
The ACA (2014) and NBCC (2012) provide ethical guidelines for supervisors and
clinicians to follow. One example of an ethical issue when using DCS is the responsibility of
each supervisor and supervisee to decide whether or not they are equipped (mentally and
physically) to use distance methods, and honesty in this respect may head off potential
frustrations and lack of development. The use of DCS may mean that a supervisor will need to
spend more time building rapport and learning the behaviors of supervisees. A supervisor may
need to learn more personal information about the supervisee in an effort to understand the
supervisee, as well as demonstrate care and concern. For example, I may gather information
about my supervisee such as whether or not they have children, a spouse, or hobbies, and then
briefly ask my supervisee about these things (their life) prior to beginning case conferencing.
Please note there is a limit to these questions; counseling a supervisee is not part of supervision
and should not be undertaken (per ACA ethical Standards; ACA, 2014).
One major concern for counseling professionals to consider when using DCS is
distractibility, as indicated by survey results. It can be easy to multitask when behind a computer
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screen or on the telephone. However, this is strongly discouraged for many reasons. Clinical
supervision is an important aspect of counselor education and training (ACA, 2014; Bernard &
Goodyear, 2014; Orr, 2010), therefore, it should be considered a priority when being conducted.
Some things that may decrease distractibility during DCS sessions are setting appointments in
advance and picking a time where limited interruptions will occur. Supervisors and supervisees
may also find it helpful to place cell phones out of reach during sessions and avoid surfing the
Internet. It may be beneficial for the supervisor to have a loosely laid plan for discussion should
the supervisee have little to share in session. Conducting DCS in a closed room separate from
others (children, co-workers, peers, etc.) may also limit distractions, as well as increased
confidentiality.
The responsibilities of supervisees and supervisors identified in this study are also
important for clinicians to consider prior to using DCS. Conducting DCS takes commitment
from both parties. Bernard and Goodyear (2014) suggest the use of a supervision contract with
traditional forms of supervision. Therefore, supervisors may help supervisees understand this
commitment by describing the supervision process and roles, as well as obtain a signed
supervision contract. One item identified in this study was the concern for verifying supervisee
identity. This might be done by requiring a notarized copy of the supervisee’s photo ID,
verifying place of employment, or comparing a student roster. The ACA (2014) identifies the
need for evaluation of supervisees. To ensure the growth of supervisees’ counseling skills,
supervisors could require a specific number of recorded sessions in order to provide feedback.
One way of accessing recordings is through a shared folder in Dropbox. Dropbox has a feature
for 2-step verification if a login is attempted on a computer not associated with an individual’s
account. This could help to keep things confidential and secure.
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One last thing for counseling professionals to consider is the acceptance of DCS from
others. This was a subtheme identified in the open-ended responses. It is likely that not
everyone will use distance methods for supervision, nor approve of such methods. However,
beginning and continuing efficacy studies and developing successful practices for distance
supervision may increase acceptance. It may be necessary to petition state licensing boards.
Although there is no current state reciprocity regarding mental health counseling licenses,
advocating for national standards between states may increase states’ willingness to consider
forms of distance supervision as valid and appropriate for post-master’s level internships. It may
also be beneficial for states to determine what makes a licensed clinician a “qualified”
supervisor. For example, does the individual need to be licensed for a specified number of years
before obtaining qualification or does he or she need to complete a specific training.
There are many things that can be considered as result of this study. For example, the
potential need to increase educational courses to include information about distance supervision.
Clinicians may also need to consider their own abilities and exposure prior to beginning DCS
sessions. Developing effective practices and continuing research studies related to DCS may
also be beneficial. Some suggestions to consider have been made in the literature review and
additional suggestions can be found in Appendix J: Proposed Practices and Appendix K: Sample
DCS Informed Consent and Supervision Contract. These suggestions were developed based on
the literature reviewed for this study, researcher experience (content validity), the attitudes of
counseling professionals identified within this study, and two counseling supervision theories
(humanistic and developmental supervision theories).
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Suggestions for Future Research
In the last several years, research in distance clinical supervision has increased, however,
it remains under-researched. Some studies explore attitudes toward methods that are now less
utilized such as chat rooms and blogs. Few studies conduct comparison studies between inperson supervision and distance clinical supervision. It may be important for research related to
distance clinical supervision to be developed and expanded in order to provide valid methods of
DCS. Some suggestions for future research include developing DCS models that include
specific practices and then conducting these models in counselor education programs to
determine efficacy and validity. It may be beneficial for models to be based in supervision
theory; although theory specific to DCS does not exist new studies and models should be
stimulated by current theories. Models may also contain specific materials needed to conduct
supervision as ideal for that model, as well as direction for critiquing student performance. New
models should also include details about specific areas of focus, such as remote supervision for
practicum or internship course, for post-master’s supervision only, for use with live supervision
in facilities, etc. For example, I have developed a model based on principles found in humanistic
supervision theory and developmental theory. This model focuses on master’s level counseling
practicum courses that are entirely remote. This model includes documents that should be
provided to students, electronic set up of course, teaching aids, and materials. It also includes
specific measures to use when providing feedback to students.
Once appropriate models have been determined, it may helpful to compare DCS to inperson supervision. Both quantitative and qualitative studies are encouraged, as both could have
useable results that may determine the growth and success of DCS. I currently have a model
developed based on principles found in humanistic supervision theory and developmental theory.
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This model is focused on a master’s level counseling practicum course that is entirely remote.
This model includes documents that should be provided to students, electronic set up of course,
teaching aids, and materials. It also includes specific measures to use when providing feedback
to students.
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Appendix B: Participants’ State of Residence
State
Alabama
Arkansas
Arizona
California
Colorado
Connecticut
Delaware
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Puerto Rico

Frequency
2
2
3
0
2
0
0
12
3
1
1
4
1
2
2
2
1
0
1
0
5
0
2
2
1
0
0
0
5
1
3
2
0
2
1
1
4
0
1
0
5
7
0
0
8
3
0
2
0
1

Percent
2.1
2.1
3.1
0
2.1
0
0
12.5
3.1
1.0
1.0
4.2
1.0
2.1
2.1
2.1
1.0
0
1.0
0
5.2
0
2.1
2.1
1.0
0
0
0
5.2
1.0
3.1
2.1
0
2.1
1.0
1.0
4.2
0
1.0
0
5.2
7.3
0
0
8.3
3.1
0
2.1
0
1.0

Cumulative Percent
2.1
4.2
7.3
7.3
9.4
9.4
9.4
21.9
25.0
26.0
27.0
31.2
32.2
34.3
36.4
38.5
39.5
39.5
40.5
40.5
45.7
45.7
47.8
49.9
50.9
50.9
50.9
50.9
56.1
57.1
60.2
62.3
62.3
64.4
65.4
66.4
69.6
70.6
71.6
71.6
76.8
84.1
84.1
84.1
92.4
95.5
95.5
97.6
97.6
98.6
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Appendix C: Participant Organizations Association List
American Association for Marriage and Family Therapy (AAMFT)
American Association of Sexuality Educators Counselors and Therapists (AASECT)
Association for Creativity in Counseling (ACC)
American Distance Education Consortium (ADEC)
American Psychological Association (APA)
Association of Partners of Sex Addicts Trauma Specialists (APSATS)
American School Counselor Association (ASCA)
Association for Spiritual, Ethical, and Religious Values in Counseling (ASERVIC)
Christian Association for Psychological Studies (CAPS)
Equine Assisted Growth and Learning Association (EAGLA)
International Association for Marriage and Family Counselors (IAMFC)
National Association for Addiction Professional (NAADAC)
North American Association for Christians in Social Work (NAACSW)
National Association of College Employees (NACE)
National Association for Forensic Counselors (NAFC)
National Association of Student Affairs Professionals (NASAP)
New Counseling Association (NCA)
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Appendix D: DCS Exploratory Questionnaire
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Appendix E: Informed Consent

INFORMED CONSENT TO PARTICIPATE IN RESEARCH
Information to Consider Before Taking Part in this Research Study
IRB Study # 22117
Researchers at the University of South Florida (USF) study many topics. To do this, we
need the help of people who agree to take part in a research study. This form tells you
about this research study. We are asking you to take part in a research study that is
called: Exploratory study of counseling professionals’ attitudes toward distance clinical
supervision.
The person who is in charge of this research study is Brittani F. Munchel. This person is
called the Principal Investigator.
PURPOSE OF THE STUDY
You are being asked to participate because you are a mental health professional and/or
counselor educator. The purpose of this study is to explore current trends in distance
clinical supervision in order to inform the development of practices for distance clinical
supervision. This study will explore the current trends in distance clinical supervision,
including preferred modes of communication and frequency of use, as well as
professionals’ level of exposure and attitudes about DCS.
STUDY PROCEDURES
If you take part in this study, you will be asked to participate in an electronic survey,
composed through Survey Monkey. The survey will not ask for any identifying
information such as your name, address, telephone number, date of birth, etc. The
survey can be taken at your convenience and any location you deem appropriate. We
suggest a private area so others cannot see what you are doing.
ALTERNATIVES/VOLUNTARY PARTICIPATION/WITHDRAWAL
You have the alternative to choose not to participate in this research study.
You should only take part in this study if you want to volunteer; you are free to
participate in this research or withdraw at any time. There will be no penalty or loss of
benefits you are entitled to receive if you stop taking part in this study.
BENEFITS and RISKS
We are unsure if you will receive any benefits by taking part in this research study. This
research is considered to be minimal risk.
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COMPENSATION
We will not pay you for the time you volunteer while being in this study. However, you will be
given the option to enter a drawing for a visa gift in the amount of $50. The drawing is
completely voluntary and will drawing registration will not be linked to survey responses.

PRIVACY & CONFIDENTIALITY
We must keep your study records as confidential as possible. It is possible, although
unlikely, that unauthorized individuals could gain access to your responses because you
are responding online. However, certain people may need to see your study records.
By law, anyone who looks at your records must keep them completely confidential. The
only people who will be allowed to see these records are: the Principal Investigator and
the advising professors/dissertation committee.
Examples of others who may see the data:
The University of South Florida Institutional Review Board (IRB), government offices
such as, The Department of Health and Human Services (DHHS).
•

It is possible, although unlikely, that unauthorized individuals could gain access to your
responses because you are responding online. Your confidentiality will be maintained to
the degree permitted by the technology used. Specifically, no guarantees can be made
regarding the interception of data sent via the Internet to or by any third parties.

•

This research is for residents of the United States over the age of 18; if you are not a
resident of the United States and/or under the age of 18, please do not complete this
survey.

CONTACT INFORMATION
If you have any questions please contact the USF IRB at 974-5638 or the Principal
Investigator at bmfiore@mail.usf.edu.
We may publish what we learn from this study. If we do, we will not let anyone know your name.
We will not publish anything else that would let people know who you are. You can print a copy
of this consent form for your records.

I freely give my consent to take part in this study. I understand that by proceeding with this
survey that I am agreeing to take part in research and I am 18 years of age or older.

Below is the link to the survey:
https://www.surveymonkey.com/s/attitudestowarddcs
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Appendix F: Frequency Tables for Practices
Table F1. Practices Question 1 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
11
14
22
24
24
95
1
96

11.5
14.6
22.9
25
25
99
1
100

Cumulative Percent
11.6
26.1
49.0
74.0
99.0

Table F2. Practices Question 2 Responses
Response

Frequency

Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Percent
0
0
3
26
65
94
2
96

Cumulative Percent
0
0
3.1
27.1
67.7
97.9
2.1
100

0
0
3.1
30.2
97.9

Table F3. Practices Question 3 Responses
Response

Frequency

Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Percent
2
2
9
19
63
95
1
96

2.1
2.1
9.4
19.8
65.6
99.0
1
100

Cumulative Percent
2.1
4.2
13.6
33.4
99.0

Table F4. Practices Question 4 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
5
8
21
33
28
95
1
96

5.2
8.3
21.9
34.4
29.2
99.0
1
100

Cumulative Percent
5.2
13.5
35.4
69.8
99.0
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Table F5. Practices Question 5 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
4
10
15
30
36
95
1
96

4.2
10.4
15.6
31.3
37.5
99.0
1
100

Cumulative Percent
4.2
14.6
30.2
61.5
99.0

Table F6. Practices Question 6 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
2
2
13
19
59
95
1
96

2.1
2.1
13.5
19.8
61.5
99.0
1
100

Cumulative Percent
2.1
4.2
17.7
37.5
99.0
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Appendix G: Frequency Tables for Attitudes
Table G1. Attitudes Question 1 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
7
4
14
43
27
95
1
96

7.30
4.20
14.60
44.80
28.10
99.00
1
100

Cumulative Percent
7.30
11.50
26.10
70.90
99.00

Table G2. Attitudes Question 2 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
8
7
24
29
7
95
1
96

8.3
7.3
25
30.2
28.1
99.0
1
100

Cumulative Percent
8.30
15.60
40.60
70.80
99.00

Table G3. Attitudes Question 3 Responses
Response

Frequency

Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Percent
36
23
23
9
5
96

37.5
24
24
9.4
5.2
100

Cumulative Percent
37.5
61.5
85.5
94.9
100

Table G4. Attitudes Question 4 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
58
19
12
6
1
96

60.4
19.8
12.5
6.3
1.0
100

Cumulative Percent
60.4
80.2
92.7
99
100
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Table G5. Attitudes Question 5 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
1
6
17
27
45
96

1.0
6.3
17.7
28.1
46.9
100

Cumulative Percent
1.0
7.3
25
53.1
100

Table G6. Attitudes Question 6 Responses
Response

Frequency

Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Percent
7
19
19
35
15
95
1
96

7.3
19.8
19.8
36.5
15.6
99
1
100

Cumulative Percent
7.3
27.1
46.9
83.4
99

Table G7. Attitudes Question 7 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total
Missing system
Total

Frequency

Percent
12
16
19
28
19
94
2
96

12.5
16.7
19.8
29.2
19.8
97.9
2.1
100

Cumulative Percent
12.5
29.2
49.1
78.2
99.0

Table G8. Attitudes Question 8 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
51
24
12
9
0
96

53.1
25.0
12.5
9.4
0
100

Cumulative Percent
53.1
78.1
90.6
100
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Table G9. Attitudes Question 9 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
23
19
7
35
12
96

24.0
19.8
7.3
36.5
12.5
100

Cumulative Percent
24.0
43.8
51.1
87.6
100.0

Table G10. Attitudes Question 10 Responses
Response

Frequency

Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Percent
23
15
11
36
11
96

24.0
15.6
11.5
37.5
11.5
100

Cumulative Percent
24.0
39.6
51.1
88.6
100.0

Table G11. Attitudes Question 11 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
33
28
15
17
3
96

34.4
29.2
15.6
17.7
3.1
100

Cumulative Percent
34.4
63.6
79.2
96.9
100

Table G12. Attitudes Question 12 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
8
22
27
22
17
96

8.3
22.9
28.1
22.9
17.7
100

Cumulative Percent
8.3
31.3
59.4
82.3
100
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Table G13. Attitudes Question 13 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
18
14
14
44
6
96

18.8
14.6
14.6
45.8
6.3
100

Cumulative Percent
18.8
33.4
48.0
93.8
100

*due to rounding error

Table G14. Attitudes Question 14 Responses
Response
Disagree
Somewhat disagree
Undecided
Somewhat agree
Agree
Total

Frequency

Percent
61
24
9
2
0
96

63.5
25
9.4
2.1
0
100

Cumulative Percent
63.5
88.5
97.9
100
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Appendix H: Frequency & Percentages for Methods
Table H1. Methods Question 1 Responses
Response
Emergency situations
Periodically
Every other
Every session
Total
Missing system
Total

Frequency

Percent
2
15
3
17
37
59*
96*

5.41
40.54
8.10
45.95

Cumulative Percent
5.41
45.95
54.05
100.00

Note. *These missing responses were not included in the percentage total because these questions were specific to
individuals who have used DCS, which was a total of 37 participants

Table H2. Methods Question 2 Responses
Response

Frequency

Email
Blog
Telephone
Videoconferencing
Chat room
Total
Missing system
Total

Percent
2
1
12
21
1
37
59*
96*

5.41
2.70
32.43
56.76
2.70
100

Cumulative Percent
5.41
8.11
40.54
97.30
100

Note. *These missing responses were not included in the percentage total because these questions were specific to
individuals who have used DCS, which was a total of 37 participants

Table H3. Methods Question 3 Responses (email)
Response
0
25
50
75
100
Total
Missing system
Total

Frequency
17
11
6
2
0
36
1
37

Percent
45.95
29.73
16.22
5.40
0
97.30
2.70
100

Cumulative Percent
45.95
75.68
91.90
97.30
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Table H4. Methods Question 4 Responses (blogs)
Response

Frequency

0
25
50
75
100
Total
Missing system
Total

34
1
0
0
0
35
2
37

Percent
91.90
2.70
0
0
0
94.60
5.40
100

Cumulative Percent
91.90
94.60

Percent
27.03
21.62
16.21
10.81
18.92
94.60
5.40
100

Cumulative Percent
27.03
48.65
64.86
75.67
94.60

Table H5. Methods Question 5 Responses (phone)
Response
0
25
50
75
100
Total
Missing system
Total

Frequency
10
8
6
4
7
35
2
37

Table H6. Methods Question 6 Responses (videoconferencing)
Response
0
25
50
75
100
Total
Missing system
Total

Frequency
14
4
3
6
9
36
1
37

Percent
37.84
10.81
8.1
16.21
24.32
97.3
2.7
100

Cumulative Percent
37.84
48.65
56.75
72.96
97.30

124
Table H7. Methods Question 7 Responses (chat rooms)
Response
0
25
50
75
100
Total
Missing system
Total

Frequency
32
1
0
2
0
35
2
37

Percent
86.50
2.70
0
5.40
0
94.60
5.40
100

Cumulative Percent
86.50
89.20
89.20
94.60
94.60

Table H8. Methods Question 8 Responses (text messages)
Response
0
25
50
75
100
Total
Missing system
Total

Frequency
26
6
2
2
0
36
1
37

Percent
70.30
16.20
5.40
5.40
0
97.30
2.70
100

Cumulative Percent
70.30
86.50
91.90
97.30
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Appendix I: Frequency Tables for Exposure
Table I1. Exposure Question 1 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
47
31
11
7
96

49.0
32.3
11.5
7.3

Cumulative Percent
49.0
81.3
92.7
100

69.8
21.9
5.2
3.1

Cumulative Percent
69.8
91.7
96.9
100

Table I2. Exposure Question 2 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
67
21
5
3
96

Table I3. Exposure Question 3 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
44
32
17
3
96

45.8
33.3
17.7
3.1
100

Cumulative Percent
45.8
79.2
96.9
100

Table I4. Exposure Question 4 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
89
4
2
1
96

92.7
4.2
2.1
1.0
100

Cumulative Percent
92.7
96.9
99.0
100

Table I5. Exposure Question 5 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
80
11
5
0
96

83.3
11.5
5.2
0
100

Cumulative Percent
83.3
94.8
100
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Table I6. Exposure Question 6 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
75
15
5
1
96

78.1
15.6
5.2
1.0
100

Cumulative Percent
78.1
93.8
99.0
100

Table I7. Exposure Question 7 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
32
25
28
10
95
1
96

Missing
Total

33.3
26.0
29.2
10.4
99
1
100

Cumulative Percent
33.3
59.3
88.5
99.0

Table I8. Exposure Question 8 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
57
18
13
8
96

59.4
18.8
13.5
8.3
100

Cumulative Percent
59.4
78.1
91.7
100

Table I9. Exposure Question 9 Responses
Response
Insufficiently
Minimally
Reasonably
Exceedingly
Total

Frequency

Percent
46
14
21
15
96

47.9
14.6
21.9
15.6
100

Cumulative Percent
47.9
62.5
84.4
100
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Appendix J: Proposed Practices
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Appendix K: Sample DCS Informed Consent and Supervision Contract
_________
student initials
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_________
student initials
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_________
student initials
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Appendix L: IRB Exempt Certificate

June 1, 2015
Brittani Munchel
L-CACHE - Leadership, Counseling, Adult, Career & Higher Education
Tampa, FL 33612
RE: Exempt Certification
IRB#: Pro00022117
Title: Exploratory Study of Counseling Professionals’ Attitudes Toward Distance Clinical
Supervision
Dear Ms. Munchel:
On 6/1/2015, the Institutional Review Board (IRB) determined that your research meets criteria
for exemption from the federal regulations as outlined by 45CFR46.101(b):
(2) Research involving the use of educational tests (cognitive, diagnostic, aptitude, achievement),
survey procedures, interview procedures or observation of public behavior, unless:
(i) information obtained is recorded in such a manner that human subjects can be identified,
directly or through identifiers linked to the subjects; and (ii) any disclosure of the human
subjects' responses outside the research could reasonably place the subjects at risk of criminal or
civil liability or be damaging to the subjects' financial standing, employability, or reputation.
Approved Items:
Attitudes toward DCS.IRB Protocol
attitudes toward DCS. IRB informed consent
As the principal investigator for this study, it is your responsibility to ensure that this research is
conducted as outlined in your application and consistent with the ethical principles outlined in
the Belmont Report and with USF IRB policies and procedures.
Please note, as per USF IRB Policy 303, "Once the Exempt determination is made, the
application is closed in eIRB. Any proposed or anticipated changes to the study design that was
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previously declared exempt from IRB review must be submitted to the IRB as a new study prior
to initiation of the change."
If alterations are made to the study design that change the review category from Exempt (i.e.,
adding a focus group, access to identifying information, adding a vulnerable population, or an
intervention), these changes require a new application. However, administrative changes,
including changes in research personnel, do not warrant an amendment or new application.
Given the determination of exemption, this application is being closed in ARC. This does not
limit your ability to conduct your research project. Again, your research may continue as
planned; only a change in the study design that would affect the exempt determination requires a
new submission to the IRB.
We appreciate your dedication to the ethical conduct of human subject research at the University
of South Florida and your continued commitment to human research protections. If you have
any questions regarding this matter, please call 813-974-5638.
Sincerely,

John Schinka, Ph.D., Chairperson
USF Institutional Review Board

